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give this hospital an observance that 
attracted attention in all Pacific Coast 


states. 
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BRAND 


LABORATORY WARE 


Nowhere are the demands made upon glass so diversified, so varied 





and so exacting as in laboratory work. It is here that the different prop- 
erties are extremely important. It is here that costs are a real factor. 
And it is here that Balance is most essential. 


These varying demands, this necessity for economy, this need for 
balance in the composition of glass, account for the pre-eminent posi- 
tion of “Pyrex”? Laboratory Ware. 


For this glassware is of the Balanced Glass—“‘Pyrex”’ brand chemical 
glass. In this glass and in this glass alone are the properties of thermal 
resistance, mechanical strength and chemical stability scientifically 
balanced. No one property has been enhanced at the expense of another. 
All have been adjusted, have been balanced to insure a combined maxi- 
mum value. 


Weigh for yourself the budget benefits of this, the balanced glass. Test 
its properties for yourself. Analyze. Compare. Convince yourself of the 
year in, year out savings of “Pyrex” Laboratory Ware—the glassware 
made of Balanced Glass. 


1 
ORNING 


means “PYREX” is a registered trade-mark and indicates manufacture by 
Hesearch in Glass 





CORNING GLASS WORKS ¢ CORNING, NEW YORK 


Visit the Glass Center at the 1939 New York World’s Fair 
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HOSPITAL OCCUPANCY BAROMETER 





Census Data 
ieee | 1988 | 1987 ® 123 4 
Hospitals! | | so 




















| 
Type and Place | Hosp. | Beds? | Nov. | Oct. | Nov. 
Government 
New York City..... 17. | 11,328; 96%; 96%) 90 
New Jersey ; 4 2,122; 89° 89°) 86 
Washington, D.C...| 1 | 1,220) 70*| 70*| 65 
N. and S. Carolina.. 13 1,579; 7. 74) 64 
New Orleans... 2 | 2,466) 97; 96] 96 
San Francisco... ... 3 2,255; 92] 86| 87 
St. Paul........ : 1 850; 66°} 66 70 
Chicago........... 2 3,419} 86 85 81 | 
Totals . . 43 | 25,239) 84% 83*) 80 
Nongovernment 
New York City’.. 68 | 15,194) 67%) 67°) 71 
New Jersey......... 59 | 9,772) 65°; 65°) 66 | 
Washington, D. C ) 1,818; 71% 71*| 73 | 


N. and §. Carolina.. 109 7,297; 64 | 66) 63 











New Orleans... ... 7 1,153} 70 | 72) 66 
San Francisco... ... 16 3,178; 71 69 | 77 
i ee......-. by 964; 70°; 70 60 
Chicago. ........ 14 2,645; 63} 63) 68 
Cleveland. ... 5 1,586; 79 | 7 7. 
Total‘... 295 | 43,607| 69°| 68*| 69 
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1Excluding hospitals for tuberculous and mental patients and 9 
institutional hospitals. Census data are for most recent month. 
2Including bassinets, usually. *General gene *Occu- 2 = s 

*Preliminary report. 
Complete occupancy figures for January, 1933, to October, 1937 1930 OCCUPANCY IN GENERAL HOSPITALS 
are given on page 834 of The Sixteenth Hospital Yearbook. 


pancy totals are unweighted averages. 
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---- GOVERNMERTAL (74.8) 










~--- RON-GOVERRMERTAL (62.0) 








Year Breaks Post-Depression 
Construction Record 


The year just closed witnessed nearly 
a 50 per cent increase in the value of 
new hospital building projects author- 
ized. Nearly $149,000,000 of new 
projects were started during the last 
twelve months (to December 19) as 
compared with $103,500,000 for 1937. 
The 1936 figure was $96,000,000; in 
1935 it was $41,000,000 and in 1934, 
only $39,000,000. So 1938 constitutes 
the largest post-depression year by a 
wide margin. Most of the actual con- 
struction, of course, will not be com- 
pleted until some time in 1939 as over 
$60,000,000 was authorized in October, 
November and December. 

Up-to-date figures on the number of 
beds added are not available at this 
time but it is doubtful if the increased 
construction has been sufficient to over- 
come the deficit piled up during the 
depression years when construction did 
not keep pace with growth of popula- 
tion, obsolescence of buildings and 
scientific advances in hospital service. 

As usual the new construction an- 
nounced during the past month (No- 
vember 21 to December 19) was 
principally devoted to increasing the 
size and facilities of existing hospitals. 
Of the $21,622,550 reported for the 
period by 64 reporting projects (5 addi- 
tional projects did not give figures on 


HOSPITAL 


CONSTRUCTION 





CUMULATIVE 
TOTALS 
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SAMUART tet 





cost), $16,885,643 was to be devoted to 
additions in 52 hospitals. Nine of ten 
new hospitals reported costs of $4,542,- 
909. There was one alteration to cost 
$30,000 and one nurses’ home to cost 
$165,000. 

Hospital occupancy took a slight 
upturn in November, according to pre- 
liminary reports. In the voluntary 
general hospitals the November figure 





rose from 68 to 69 per cent, thus equal- 
ing the figure for the preceding year. 
In governmental general hospitals, how- 
ever, the occupancy rose from 83 to 84 
per cent and thus maintained a four 
point advance over the figures for 1937. 
Since July the governmental hospitals 
have continued to have a higher occu- 
pancy than they had in 1937. 

General business conditions looked 
decidedly brighter at the end of the 
year. The Christmas trade, as reported 
by leading department and mail-order 
stores, was ahead of 1937 in both vol- 
ume and dollar value. The automobile 
industry appeared to be off to a good 
start on the 1939 models. 

General wholesale prices as reported 
by the New York Journal of Commerce 
were down slightly in the period from 
November 21 to December 19, the 
index dropping from 75.6 to 74.7. Grain 
and building material prices advanced 
during the period, the former from 52.4 
to 55.7 and the latter from 95.0 to 97.1. 
Food, textile and fuel prices all dropped, 
food going from 68.3 to 65.9, textiles 
from 54.6 to 53.6 and fuel from 83.0 
to 82.1. 

The price index for drugs and for 
fine chemicals remained almost un- 
changed at 182.7, according to the Oil, 
Paint and Drug Reporter. 
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@ This winter, for safe, depenaable 
and convenient treatment of respir- 
atory diseases use the Colson 
Inhalator. Operation of the Colson 
Inhalator is certain and easy. It is 
only necessary to place the medicine 
in the container, fill the glass water 
jar and turn on the current. In about 
five minutes vapor is produced. A 
High and Low heat switch controls 
the amount of vapor. At Low temper- 
ature the Colson Inhalator will oper- 
ate for approximately sixteen hours 
—at High temperature for about 
eight hours. 


There is no danger should the water 
supply become exhausted. One of 
the Colson safety features is an auto- 
matic thermal switch that turnsoffthe 
current when the water jar is empty. 


In Model NH-11, Colson engineers 
have eliminated the difficulties en- 


THE COLSON 


<> peel 
a 
a pane 2 


countered with old-style inhalators 
and have incorporated many new 
conveniences and safety features. 
Write today for folder No. C-255 
giving complete details about the 
Colson Inhalator, Model NH-11. 


COLSON WHEEL CHAIRS 


Colson makes a complete line of 
wheel chairs for hospital and insti- 
tution service. 


Model 4432, illustrated, with divided 
leg rests, is fully adjustable. Leg 
rests telescope from under the seat 
and adjust to any angle with it. Back 
is reclining, and with adjustable leg 
rests, chair can be converted into a 
comfortable bed. This model is avail- 
able in three adult sizes—narrow, 
medium and wide. For complete 
specifications on all Colson wheel 
chair models, write for the Colson 
wheel chair catalog. 


CORPORATION 


ELYRIA, OHIO 
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DEPENDABLE... 
CONVENIENT 


OUTSTANDING FEATURES 


* Visible Water Supply 
* Interior Parts Copper Nickel Plated 


* Uninterrupted operation while re- 
plenishing water supply 


* Silent Operation 

* Easy access to medicine container 
* Trouble-proof thermal switch 

* High and low heat 

* No fuses or thermostats 


* Modern, attractive appearance 
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WITH THE ROVING REPORTER 





Parties in Paris 

“All work and no play makes Jack 
a dull boy.” My mistake! “All work 
and no play makes Jill a dull girl”; a 
poor nurse, too, which is even worse. 

That’s the way they look at things in 
Paris—Paris, Tex., if you please. Con- 
sider yourself fortunate if you happen 
to be passing through this little town, 
settled comfortably amidst the cotton 
fields, at a time when Margaret Ken- 
nedy and her associates are holding a 
hospital party. Who would think of 
passing through Paris anyway, without 
stopping at the Sanitarium of Paris to 
pay respects to Doctor McCuistion? 
Not your Roving Reporter. But that’s 
another story. 

Although it was still summer with 
the thermometer registering higher 
than any self-respecting thermometer 
should, there was talk of plans for fall 
parties, Halloween, Thanksgiving and 
such. “You can count on something 
original, if you'll only come back,” they 
promised. It took will power to refuse. 
Texas hospitality isn’t easily turned 
down, but we wouldn’t be a Roving 
Reporter if we hadn’t determined then 
and there to give you all the facts. A 
happy thought! Why not appoint a 
Roving Reporter who didn’t rove but 
would promise to stand by and write a 
story on “Halloween in Paris”? Would 
Miss Kennedy take over the page for 
us, just this once? She would, and she 
has, like the gallant lady she is. No 
one can say, after reading it, that the 
choice was not a happy one. 


It Was a Circus 

“We collected posters that had been 
plastered all over the city for the real 
circus that had just pulled out. From 
these we obtained suggestions for a 
mock circus and later used them for 
our posters. The students added some 
ideas of their own, grouped themselves 
to carry out the various acts and _per- 
formed their stunts according to their 
own notions. There were no formal 
rehearsals; each group practiced behind 
closed doors in order to present a sur- 
prise at the circus on Halloween. 

“The list of acts to be presented was 
given to the chairman, who identified 
the acts by giving them the names of 
their directors: the Brownie band was 
directed by Gladys Brown; the Alleny 
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dog was trained by Marian Allen; Cle- 
ora, the Hawaiian board dancer, was 
Cleo Board; Virginia Hogan headed 
the Hoganian equestriennes. Programs 
were printed in order to facilitate an 
orderly presentation of the circus. 

“It takes a stretch of imagination, 
perhaps, to visualize student nurses in 
the rdles of circus characters, especially 
when those characters include men an | 
beasts. It also calls for good sized, well- 
lighted hospital grounds to accommo- 
date a circus ring and an audience. 
The cost in money for such a setup is 
not much, but it is the jolliest place 
imaginable when the trees and rock 
walls hold  jack-o-lanterns, witches’ 
masks, owls and other Halloween sym- 
bols. 

“There must be a movie camera man 
and a photographer with plenty of 
flood light bulbs, ladders and screens, 
for the circus parade should be re- 
corded for the future. Too, a circle of 
chairs for the audience should be pro- 
vided. Then, near the entrance to the 
circle, there must be cages for the cats, 
dogs and other live animals of the 
menagerie. 

“It is 7:30 p.m. and an audience 
made up of hospital personnel, hospital 
visitors and the neighbors passes along 
beside the cages, mingles with the pho- 
tographers and finds its place in the 
circle of chairs. 

“Eight o'clock. The whistle blows. 
The parade, the grand preview, has 
started. It will pass in front of the 
movie camera and is headed by the 
ring master, who carries a whip and 
wears high boots and a long tailed coat. 

“Behind the master comes the 
Brownie band in masks and natty uni- 
forms. Toy trumpets blare, drums rat- 
tle, and the animals, following the 
band, go through their own character- 
istic paces. The gorilla affectionately 
nudges ‘Frank Buck’; the Alleny dog 
noses its trainer. A man and his Persea 
lion cannot keep up with the parade. 
The Hoganian equestrienne steps be- 
fore the camera and tips her white hat. 

“Lady Mary’s acrobats march in va- 
ried formations, while the Blank In- 
dians do a few medicine dance steps 
before the camera. The airy fairy tight- 
rope walkers are accompanied by Cle- 
ora, the Hawaiian board dancer; Pop- 
eye and Olive Oyle follow. 


“There is a clapping of hands as 
‘Frank Buck’ enters the ring with his 
Stolzy gorilla on a leash. The gorilla is 
realistic in a big black fur robe, while 
Mr. Buck appears as good as the hunter 
he claims to be. 

“The dog trainer provides real and 
instructive entertainment. She explains 
the art of animal training and, at the 
crack of her whip, a dog leaps into 
view, pushing a baby carriage in which 
a toy dog nestles. With words of en- 
couragement from the trainer the dog 
plays nurse, jumps through a hoop and 
shows its teeth, and performs other dog 
tricks to the delight of its schoolmates. 

“A janitor’s truck is pushed into the 
arena. It brings a marvel. Here sits, 
crouches or lies a tun-shaped body, 
which when approached by its trainer, 
sends out a head and flutters its stumps 
of flaps. The baby monster writhes, 
tries to climb off its truck and, con- 
scious of its inability to perform, utters 
a creaking roar that echoes beyond the 
ring. We are watching the perform- 
ance of a so-called trained Persea lion, 
fitted into a black velvet skin. 


Indian War Dances 

“The Indian chief and his honest-to- 
goodness Indians, so far as appearances 
are concerned, approach with feathers, 
tomahawks, squaw and papoose. We 
hear war cries, witness Indian war 
dances and hand-to-hand combats. 

“Then enter the ‘Queens of the Air, 
beautiful in regulation tight-rope attire. 
Before they launch into the intricacies 
of their act, they tread mincingly into 
the rosin and onto the rope, taut against 
the ground, slowly take a few steps for- 
ward, hesitatingly retreat and then tear 
into the breath taking stunts of reck- 
less rope dancers. They have no fear 
and there is no need of a safety net. 

“Now follows the little Hawaiian 
dancer, the pet of the circus. She comes 
into view in grass skirt and lei. Her 
gliding movements and graceful hand 
study are an esthetic treat done to the 
strains of ‘Dreamy Hawaiian Moon.’ 

“Olive Oyle brings Popeye into the 
ring in a jealous frenzy. His makeup 
is all inclusive, even to the can of spin- 
ach and heavy forearm. Olive Oyle 
surpasses the original in appearance 
and in acting and easily wins the prize. 

“During the intermission the vendor 
passes popcorn and peanuts and after 
the performance various refreshments 
are available. 

“Fortunes are told in the hospital 
cannery and it is midnight!” 
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LOOKING FORWARD 





The Position of the Specialist 
HEN the Advisory Board of Medical Special- 


ties was formed in 1933, some enthusiasts sug- 
gested that the time might come when no hospital 
would appoint as head of any of its special departments 
a man who had not been certified in his specialty. To 
some hospital administrators this suggestion seemed 
almost fantastic. 

In the short period of five years, the situation has 
changed dramatically. There are in the current A.M.A. 
directory approximately 30,000 physicians who state 
that their practice is limited entirely to a specialty. 
The specialty boards have been failing from 30 to 40 
per cent of applicants. If this ratio holds for the entire 
30,000 then there are actually only about 20,000 quali- 
fied specialists in the United States. Of these nearly 
12,000 have already been certified. The American 
Board of Surgery, which will ultimately certify the 
largest group of all, has just commenced its work. 
When it hits full stride in 1939 and 1940, the number 
of certified specialists will mount rapidly. In addition 
to the certifying boards, membership in the American 
College of Surgeons and the American College of 
Physicians carries certain indications of competence. 

By 1942 or thereabouts, with few exceptions, all of 
the competent specialists in the United States will have 
received a professional certification of their competence. 
What, then, will be the position of the hospital trustees 
in making appointments to the medical staff? Obvi- 
ously, any hospital that appoints as head of its surgical 
staff, for example, a surgeon who has not been certified 
when there are certified surgeons available in the com- 
munity will be taking a serious risk. Would this hos- 
pital be meeting the requirement of the American Col- 
lege of Surgeons that “membership upon the medical 
staff be restricted to physicians and surgeons who are 

. . competent in their respective fields”? 

In employing nurses and other personnel the volun- 
tary hospital is required by law to exercise due care to 
select only persons who are qualified to perform the 
tasks that will be assigned to them. Is there a possi- 
bility that the courts might eventually apply the same 
rule in the selection of the medical staff? After all, an 
appointment to the medical staff of a hospital is in 


fact a recommendation to the public that a physician 
is competent to perform the duties commensurate with 
his position. The courts may hold that such a recom- 
mendation carries with it certain legal responsibilities. 

The certification of specialists is an important public 
service and hospitals will be wise to study the situation 
carefully to see that its full benefits are made available 
to the public. 


General Practitioner and Hospital 


F, AS implied in the preceding editorial, hospitals 
will soon appoint to the various specialty divisions 
of their staff only men who are certified in these spe- 
cialties, what is to become of the general practitioners 
of the community? Are they to be denied all access to 
the four billion dollar hospital plant of this country? 
Obviously, some provision must be made for gen- 
eral practitioners in the hospital family. They are the 
doctors who usually see the family first and for this 
reason are often called the nation’s first line of health 
defense. Numerically they overshadow the specialists 
5 or 6 to 1. It would be unfair to them and unwise 
from the social viewpoint to cut these men off from 
the intellectual and professional stimulus of hospital 
staff membership. Yet it would be dangerous and 
unfair to the public to hold them out as competent 
to do services that they should not perform. 

Steps to dignify the place of the family practitioner 
should be considered. In an ideal system he should 
be the most important and the most respected mem- 
ber of the medical profession. He should be the 
arbiter among specialists, the coordinator of the points 
of view of the various specialists and the final judge 
as to the course of treatment to be adopted. In such 
a system, for example, no operation or other special 
procedure ever would be performed until the family 
practitioner is fully satisfied that the physical, social, 
psychic and economic results will be to the best inter- 
ests of the patient. This would require him to have 
a better training than any specialist. 

Without waiting for the realization of this ideal, 
however, would it not be practical to enlarge the staff 
by including a group of general practitioners or fam- 
ily medical advisers? Such men could be allowed to 








practice in the hospital in the medical specialties to 
the extent that their training justifies. They would be 
required, of course, to call specialists into consulta- 
tion whenever needed. 

If the specialist is to be given a monopoly of the 
most important work in his specialty, then it is only fair 
to require him to stick to his specialty and to forego 
general practice. When a man of outstanding ability 
is qualified in more than one specialty, there appears 
to be no reason why he should not obtain more than 
one certification. After all, from time to time human- 
ity does produce an Osler or a Welch. 


The Private Patient’s Dilemma 


HE faith that the public has in the doctor often 

is difficult to understand. So complete, unques- 
tioning and often childlike is this trust that the 
patient unhesitatingly places his life in the hands of 
a physician of whose judgment and skill he knows 
but little. To him the degree “doctor of medicine” 
is all inclusive. It implies an ability to practice medi- 
cine skillfully in all of its specialties. 

None appreciates the fallacy of such a belief better 
than the leaders of the medical profession themselves. 
The hospital is mildly convinced of a duty to protect 
all types of patients coming to it for treatment. In 
this it succeeds to a greater degree in the case of the 
ward patient than in that of the patient in the private 
division. 

One finds an entire lack of knowledge on the part 
of any but the physician in charge as to the happen- 
ings in the private room. No one but the physician 
in charge may insist upon consultation or other spe- 
cialty services. No one else may require that aid be 
sought from other members of the staff. The re- 
strictions of institutional etiquette so hem in the pri- 
vate patient that the most skilled specialty advice 
avails but little. 

In the maternity department, however, there often 
exists an exception to this rule. Regulations may re- 
quire a consultation after a patient remains undeliv- 
ered for a definite period of hours and may restrict 
courtesy staff members to a definitely stated type of 
operative procedure. Here also a young courtesy staff 
obstetrician may obtain a free staff consultation if his 
patient is unable to pay. But in the case of medical 
and surgical private and semiprivate patients such 
provisions rarely are made. 

It may be said in extenuation that there are some 
good reasons why the practice of the physician in 
the private division should be subject to no interfer- 
ence. Yet a hospital that does not define the type of 
surgical privilege, for example, that is granted to 
courtesy and to younger staff members is distinctly 
unfair to its clientele. There can be no sparing of 
the physician’s feelings when a human life is at stake. 
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In the files of the administrator, the admission office 
and the operating room there should be a card for 
every courtesy and junior staff member, describing 
the type of work that each is permitted to do. The 
hospital betrays its trust to its community if it per- 
m‘ts unsafe or unnecessary surgery to be practiced 
because it needs increased income. 


Training the Surgical Intern 


NTERNS often look forward to their surgical serv- 

ice, hoping to be permitted to perform major opera- 
tions. Some surgeons even are convinced that it is 
proper to allow an inexperienced intern to operate 
with but scanty supervision. 

To follow such a policy cheapens the specialty of 
surgery. There are those who believe that the sur- 
geon’s technical skill in cutting and sewing is subordi- 
nate, that the skill and judgment required in deciding 
when to operate are more difficult to acquire than the 
necessary manual dexterity. 

Young physicians who have performed a half dozen 
laparotomies or herniotomies and have noted that 
patients’ wounds quickly heal and uncomplicated con- 
valescence follows rashly conclude that they are sur- 
geons. Leaving the hospital, they undertake major 
surgery in ill supervised smaller institutions in wh‘ch 
the only requirement is for the physician to provide a 
willing pay patient. In such hospitals questionable 
treatment is carried out by poorly trained surgeons 
and no one calls a halt. 

It is more valuable for an intern to spend many 
hours in the surgical dispensary perfecting his technic in 
the handling of the type of condition that he is likely to 
meet in his office than for him to be permitted to do 
solo operating when he becomes a surgical intern. No 
doubt from some source will come a sufficient impetus 
to rearrange surgical services so that residents in surgery 
will receive a greater number of hours in the operating 
room and interns, laying the foundation for general 
practice, will be specifically prepared for the kind of 
work that they will find necessary. A surgeon is not 
made merely by spending from three to six months in 
the surgical department of a hospital during a rotating 
intern service. 


Operating Room Crudities 


HE administration of a spinal anesthetic for- 
merly was a rarity that attracted much attention 
in the hospital operating room. Now, this type of 
anesthesia is growing so common that in some hospi- 
tals an insufficient number of inhalation anesthes’as 
are produced to meet the state board requirements 
for the intern staff. 
With the increased use of local and spinal anes- 
thetics a new problem develops in operating room 
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management. For example, we may see a still con- 
scious patient exposed to the sights, sounds and odors 
of a busy operating clinic. Nurses and doctors gen- 
erally have yet to learn that protecting a conscious 
patient from unnecessary shocks to his nervous system 
is a vastly different matter than protecting an uncon- 
scious patient. Loud talking, banging of basins and 
the clatter caused by dropping surgical instruments 
have no place in an operating room in which a pa- 
tient under a spinal anesthetic is being treated. 

It is dangerous to frighten a patient by allowing 
him to listen to the conversation of surgeons gathered 
about the scrub-up sink as they discuss a cancer, a 
postmortem or other clinical matters. 

Perhaps the solution lies in a reduction of operating 
room personnel. Possibly a different preoperative 
procedure or treatment is needed in which a sort of 
twilight sleep is produced so that the patient is 
oblivious of his surroundings before and during an 
operation. 

Certainly, the operating room, whether it is being 
‘employed for the treatment of a conscious or of an 
unconscious patient, should exhibit an atmosphere 
of quiet and orderliness. Noise caused by clumsy 
handling of instruments or by moving apparatus or 
equipment should not be permitted. A good operat- 
ing team requires the highest degree of finesse and 
skill in the presence of a conscious patient. 


Handbag Diagnoses 


ROM supposedly authoritative sources comes the 

statement that 85 per cent of all illnesses may be 
satisfactorily diagnosed and treated at home. Thus it is 
assumed that the general practitioner possesses sufficient 
skill and carries in his bag the necessary apparatus to 
diagnose promptly the majority of diseases that he 
encounters. 

Most minor and a fair percentage of major illnesses 
have a natural tendency toward improvement. Hence, 
it is difficult to evaluate the diagnostic and therapeutic 
efforts of the general practitioner, since many patients 
are likely to recover with but little aid. It should also 
be conceded that the general practitioner often acquires 
an effective, almost uncanny, intuition and skill in 
making diagnoses without costly laboratory apparatus. 

It is questionable, however, whether the average med- 
ical case can be diagnosed at home by a busy general 
practitioner as promptly and accurately as by a more 
deliberate laboratory and clinical survey in the hospital. 
There are many surgical conditions that require the 
services of the clinical laboratory and the x-ray depart- 
ment for diagnosis. Since these aids are not available 
outside the hospital it is difficult to determine with cer- 
tainty the relative efficiency and speed of diagnosis and 
therapeutics in the home as compared with institutional 
practice. 
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Probably a considerable percentage of patients treated 
at home would be much more quickly restored to 
health if a hospital bed and excellent diagnostic facili- 
ties were available for them. 

Some practitioners hesitate to hospitalize their pa- 
tients because they are neither permitted to treat them 
in a ward bed nor, if this arrangement is possible, can 
they charge for such services. No doubt, as hospital 
care insurance plans develop, family practitioners will 
find to their surprise not only that they may employ 
the services of the hospital more fully but also that 
institutional facilities greatly simplify the handling of 
their patients. When by this means a greater utilization 
of hospital beds results, such doubtful diagnoses as 
“intestinal grippe,” “nervousness” and “acid system” 
no doubt will be replaced by a more truly descriptive 
clinical nomenclature. 


Questionable Practice 


T HAS become common for hospitals, on donation 

day, at holiday time and during fund raising cam- 
paigns, to request advertising in memorial booklets, 
added discounts on the cost of goods purchased or an 
out-and-out contribution from firms with which they 
deal. This is questionable practice. While some hospi- 
tal administrators have endeavored to make clear that 
the absence or presence of a contribution will in no 
way affect present or future business relationships, still 
there often exists a veiled intimation relating to the 
hospital’s displeasure or disappointment if such re- 
quests are not granted. 

No institution has a right to add to the expense of 
hospital equipment and supplies which others must 
purchase by the adoption of a policy that smacks both 
of unfairness and of selfishness. If contributions must 
be requested and advertising space in bulletins or 
memorial books must be sold, it would be far less 
compromising to seek assistance outside the field from 
which the hospital purchases its goods. On this point 
it is refreshing to find a frank request from the pur- 
chasing department of a public service company in an 
Eastern city asking that no remembrances be sent to 
its employes at Christmas time. 

The administrator of the hospital often is placed in 
an embarrassing position by the receipt of presents from 
those from whom he purchases. If they are of value, 
and the administrator is conscientious, he returns them 
with thanks. However, he is put to a great deal of 
trouble and effort to return cumbersome presents of 
edibles or other similar articles. 

Hospital supply houses should be protected against 
the embarrassment of refusing or acceding to requests 
made by institutions with which they trade. The 
remedy for this ill lies in the hospital itself. The insti- 
tutional code of ethics should contain a strong con- 
demnation of this practice. 
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Setup for Hospital Dental 


DAVID TANCHESTER, D.D.S. 


OME hospitals, realizing the nec- 

essity of conforming with the 
progress of medicine, have had the 
foresight to include a modern dental 
clinic in their plans. To render the 
best service possible, most observers 
will agree that a well-equipped and 
adequately manned dental clinic is a 
necessary part of the hospital organi- 
zation. Without it the hospital is 
bound to fall short in the attainment 
of its several objectives. 

Dental service must be considered 
on a par with all other clinical serv- 
ices. It is fair to say at this stage in 
the development of hospitalization 
that the quality of dental service in 
hospitals is an index of their pro- 
gressiveness. 

On admission to a hospital a thor- 
ough dental examination, with x-rays 
of the teeth and their surrounding 
structures, should be included with 
the general physical examination. 
The only exception occurs in emer- 
gency admissions. The profession of 
dentistry is no longer limited to 
reparative work requiring mere me- 


chanical dexterity. Both the medical _ 


profession and the laity are acquaint- 
ed with the progress that has been 
made in this field and know that it 
is on the same plane as the other 
healing arts. 

“There is no lesion or wound that 
is local,” said one writer recently. 
The oral cavity with its teeth and 
supporting structures is a part of the 
body which may cause disease else- 
where and which may become dis- 
eased as a result of systemic ailments 
in other parts of the body. Obviously, 
therefore, dentistry plays an impor- 
tant role in the well-being of an 
individual. Since dentistry assumes 
responsibilities similar to those of the 
other specialties of medicine as a 
biologic health service, the dental 
department of a hospital should be 
a place of contact where the physi- 
cian and dentist may cooperate for 
the patients’ best interests. 

There is a close relationship be- 
tween the dental service and other 
hospital services. The radium clinic 
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frequently depends on the dentist to 
construct appliances to hold radium 
packs in place. Patients should have 
all pathologic conditions in the 
mouth treated, or, at least, prophy- 
laxis done before a general anesthetic 
is administered in the operating 
room. Patients who are recuperating 
require proper restoration of teeth as 
an aid to recovery. Restorative den- 
tistry also plays an important part in 
the treatment of gastric conditions 
and of tuberculosis, since patients 
thus afflicted must be able adequately 
to chew food for good digestion. 

The dentist is in a position to rec- 
ognize many ailments while making 
a thorough examination of the oral 
cavity. There are lesions in the 
mouth that he can recognize as being 
suggestive of systemic involvements. 
Blood dyscrasias, tuberculous lesions, 
syphilitic lesions in first and second 
stages, diabetes, benign tumors, pem- 
phigus, pregnancy changes, metallic 
poisonings and endocrine disturb- 
ances can be noted by the dentist. 
These conditions can be brought to 
the attention of the respective medi- 
cal services and thus a system‘c dis- 
ease may be checked in the early 
stages. 


Central Location Mandatory 


In view of the fact that all patients 
must be seen by the dentist, it is 
essential that the dental department 
be centrally located in order to avoid 
too much traveling from the bed to 
the clinic. It should be situated where 
it will be accessible to wheel chair 
patients. The best locat‘on is one 
near the general surgery rooms of 
the hospital. 

The plan here proposed is an ideal 
one. However, the importance of 
dental service as a cooperative agent 
with other hospital services is so vital 
that in a hospital in which finances 
or space will not permit all the facili- 
ties indicated in the following de- 
scription, some type of dental service 
is essential. 


The ideal dental clinic should have 
all of its activities in one unit, the 
various subdivisions of dentistry be- 


ing in separate rooms. The fol- 
lowing plan is recommended: the 


corridor should lead into a large 
central waiting room, with the desk 
of the secretary at the right side of 
the room. Here the patient presents 
his sealed medical case history to the 
secretary, who informs the dentist 
assigned to the case that his patient 
has arrived. 


Location of Services 


To the right, in counterclockwise 
formation, there should be in succes- 
sion: 

1. The prosthetic clinic, which 
should contain an adequate number 
of chairs, Ritter units and a work- 
bench for necessary mechanical oper- 
ations which the dentist wishes to 
perform while the patient is in the 
chair. 

2. The operative clinic, which 
should have a chair, an operating 
unit, a workbench and a glass cabi- 
net for models. 

3. The sterilizing room, which 
should have one small sterilizer 
for syringes and needles, a large 
sterilizer for instruments, an auto- 
clave, drums in which to store sterile 
linens and several cabinets for stor- 
ing instruments and supplies. This 
room should have an opening on 
each side so that sterile trays can be 
handed to the men with ease. It 
should be situated close to the operat- 
ing chairs. 

4. To the left of the sterilizing 
room should be the surgery clinic. 
This should contain a chair, a sur- 
gery spotlight, operating tables for 
trays of instruments and an x-ray 
illuminating box. The chair should 
be so situated as to leave sufficient 
space so that the men may observe 
the various operations. Folding doors 
which, when opened, provide ample 
space for clinical demonstrations and 
lectures are preferable. 
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In the prosthetic clinic, chairs and Ritter units are 
conveniently located near the workbench. Above it is 
space for completing the necessary mechanical oper- 
ations and below is a plentiful supply of drawers for 
storing extra materials and additional instruments. 







Above: A corner of the surgery 
demonstration clinic. Below: The 
dental technician’s laboratory is 
equipped with machinery for 
making all types of restorations. 








The dental assistant issues tray 
setups from the sterilizing and in- 
strument room. She also is re- 
sponsible for sterilization of in- 
struments and supplies and for 
taking the department inventory. 
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Every type of dental work can be handled in this well-planned department. 


5. The pathology laboratory should 
be located to the left of the surgery 
clinic. This room should contain a 
worktable, a chair, a microscope and 
shelves for all the chemicals needed 
for the preparation of slides. 

6. To the left of the pathology 
laboratory should be located the 
x-ray room, with the x-ray machine, 
chair, safety receptacles for the stor- 
age of unused and used films and a 
small table. 

7. Placed in juxta-position to the 
x-ray room should be the record 
room, in which there should be cabi- 
nets large enough to include dupli- 
cate dental histories and space for 
the filing of charts, x-rays, photo- 
graphs and laboratory reports. A few 
chairs, a desk, a typewriter with a 
typewriter table, a bulletin board and 
shelves for catalogs, books and mag- 
azines should be provided. 

8. The dental technician’s labora- 
tory comes next. This should be 
equipped so that all restorations can 
be made on the premises. Vulcan- 
izers, casting machines, a polishing 
unit with an exhaust fan, cabinets 
for storing materials and small im- 
plements, an electric engine and 
shelves for models and cases that are 
in the process of being completed 
should be provided. 

9. The developing room, which is 


the last in line, should contain a 
developing unit, shelves for storing 
clinical cameras, photographs, x-ray 
materials and racks for processing 
and drying films. 

These nine rooms have the shape 
of the letter U with the waiting room 
in the inside and the corridor at the 
open end. 

All ot these rooms should be com- 
pletely equipped with lighting and 
plumbing fixtures and should con- 
tain air, gas and electric outlets. 
Reference to the floor plan diagram 
will present the relationships of these 
rooms more clearly. 

Patients on wheel chairs or stretch- 
ers may receive treatment in such a 
dental clinic because the doors are 
wide enough to permit the passage 
of equipment of this kind. Dental 
chairs can be moved to facilitate 
treatment. A portable engine and a 
kit of instruments should be avail- 
able for use at the bedside of those 
patients who cannot attend the den- 
tal clinic. 

The dental department at Monte- 
fiore Hospital, New York, has 24 
staff members and is governed on a 
democratic basis. Although the chief 
of the service, who holds the title of 
attending dentist, is in charge, he is 
the senior member of a small ad- 
visory group composed of such rep- 


resentatives as the oral surgeon, the 
periodontist, the dentist in charge 
of the Country Sanatorium, the den- 
tal pathologist and coopted members 
for special purposes. 

The following check list presents 
an ideal plan for the administration 
in a dental department: 

Attending dentist Adjunct dentist 
Associate dentists Assistant dentists 
Oral surgeon Interns 


Pathologist Dental tech- 
Prosthodontist nician 
Periodontist Hygienist 
Orthodontist Secretary 
Radiographer Dental assistant 
Root therapist Orderly 
Operative de- Porter 
partment 


Duties of the Attending Dentist.— 
The chief of the dental department 
should be a general practitioner who 
has the fundamental knowledge of 
all the specialties in dentistry and 
who is conversant with the practice 
of medicine. The chief should be 
responsible to the administration of 
the hospital and should present regu- 
lar reports of the work of the de- 
partment to the director of the 
hospital. In order to keep himself 
well informed about the other serv- 
ices of the hospital and to keep others 
informed of his work, he should be 
a member of the medical board. By 
attending medical board meetings, 
the dental chief will be instilled with 
the high standards of the other serv- 
ices and will be able to inform the 
other chiefs of services of the co- 
operation of the dental department 
and the work accomplished by this 
division of the hospital. 

The attending dentist should be 
on call at all times. He should visit 
the department at least twice a week. 
It should be his duty to see that 
patients are receiving the treatment 
that they require. It is he who should 
instill into the men the desire to 
progress in research and in all fields 
of industry. It is important that he 
arrange weekly general meetings at 
which all the work of the depart- 
ment can be coordinated. At regular 
monthly meetings, attended by the 
medical and dental staffs, the chief 
should act as chairman of the meet- 
ing and present to the staffs the vari- 
ous problems of the month. All 
material that members of the dental 
staff desire to publish or present to 
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outside groups should receive his ap- 
proval. It should be his respons:bility 
to consider all requisitions. 

Duties of the Associate Dentists.— 
The associate dentists act as liaison 
officers between the rest of the den- 
tal staff and the attending dentist. 
The associates are men who are spe- 
cialists in their respective fields of 
dentistry and who possess educa- 
tional and investigative capacities. 
They should be present in the clinic 
at least once a week. They should 
be responsible for all the work done 
in their respective departments. Dif- 
ficult cases should be brought to 
their attention for consultation. They 
should diagnose these and prescribe 
treatment. They, themselves, operate 
when a difficult case is presented or 
when it is essential that they dem- 
onstrate technic for educational pur- 
poses. 

Duties of the Adjunct Dentist.— 
The adjunct dentist should be one 
who has been a general practitioner 
for several years and who is progres- 
sive. It should be his duty to assign 
the work for the day. In the ab- 
sence of the attending dentist or the 
associate, the adjunct is in charge for 
the day. He should be capable of 
diagnosing all cases and should re- 
quest consultation with an associate 
whenever necessary. He should be 
responsible for the proper examina- 
tion of patients and for the comple- 
tion of the work in accordance with 
definitely established technic. 

Duties of the Assistant Dentist.— 
The assistant dentist should be one 
who has a few years of practice or 
who has successfully served at least 
one year of internship. He is re- 
sponsible to the adjunct in charge 
for the day. He must follow pre- 
scribed technic in all types of work 
and must undertake no work unless 
an assignment has been made and 
duly signed by an adjunct. No 
change in the assigned work should 
be permitted unless, after having 
consulted an associate, the latter has 
deemed that necessary. The assistant 
dentist should request consultation 
only through the adjunct. 

Duties of the Dental Intern.—The 
dental intern should be graduated 
from a grade A school. His _per- 
sonality and characier should be sat- 
isfactory. His hours in the clinic 
should preferably be from 9 to 12 
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a.m. and from 1 to 5 p.m. He should 
be on call at all times. He must 
abide by the rules of the house staff 
generally. He should perform the 
work according to the prescribed 
technic recorded on the dental chart 
and may not perform any operative 
procedure that has not been specifi- 
cally ordered. 

It should be the dental intern’s 
duty to take complete x-rays on all 
new patients. He should not be ab- 
sent from the clinic without the per- 
mission or knowledge of those in 
charge. He should be observant and 
report any unusual case to those in- 
terested in that branch of study. 
Those patients who have undergone 
operations during the day should be 
viewed by the dental intern on the 
evening of the same day. After clinic 
hours, he should see both newly ad- 
mitted patients and those who have 
been unable to attend the clinic. If, 
after a year of internship, he has 
shown sufficient initiative and co- 
operation, he should be retained on 
the staff as an assistant dentist if 
ihere is room for him. 

Duties of the Dental Technician. 
—The technician must be well 
trained in all phases of mechanical 
dentistry. He should have a full- 
time position in the clinic and be at 
the call of the dental staff at all 
times to take instructions in regard 
to the construction of restorations 
and the esthetics involved. He should 
be prepared to render emergency 
service. To have the technician in 
the clinic is conducive to a saving 
of time for the patient and dentist, 
an element that is of vital impor- 
tance. Patients who are greatly in 
need of teeth for proper mastication 
to help them recuperate benefit by 
prompt service. The technician at 
the hospital has the advantage of 
being able to observe, under the 
guidance of the dentist, the progress 
of the work done in the mouth of 
the patient. Better dentistry can be 
done under such an arrangement. 

Duties of the Oral Hygienist.— 
The oral hygienist should have re- 
ceived special training in a grade A 
school in the cleansing and polishing 
of teeth and the preservation of sur- 
rounding tissues. She should be cap- 
able of teaching patients oral hygiene 
and the proper method of brushing 
teeth. She should assist the dentist 


at the chair. She must be able to 
take, develop and mount all of the 
department’s x-ray films. It should 
be her duty to make rounds on the 
wards with the dental staff. The 
portable engine and prophylactic set 
o: instruments should be available 
for her use at the bedside of those 
patients who cannot attend the den- 
tal clinic. The hygienist should be 
entrusted with the preparation of 
trays for any surgical procedure. 

Duties of the Secretary.—It is the 
secretary's duty to keep all records, 
which shall include the daily record 
sheet of patients treated, together 
with the names of the dentists who 
operated and the weekly and month- 
ly compilation of work done. She 
should keep a list of newly admitted 
patients and of those about to be 
discharged. She should call patients 
to the clinic and arrange to have 
them returned to the wards. It is 
essential that she keep an account of 
all supplies on hand and that she 
present all requisitions to the attend- 
ing dentist for his consideration and 
signature. She should be capable of 
performing all the duties of a com- 
petent secretary and should also have 
a knowledge of medico-dental ter- 
minology. 

Duties of the Dental Assistant.— 
The dental assistant should act as a 
helper to the hygienist and should be 
capable of assuming all the duties of 
the latter, except the practice of scal- 
ing and cleaning teeth. She should 
wash and ciean all instruments 
which have been used before placing 
them in the sterilizers. All instru- 
ments and motors that require oiling 
come under her care. 

Duties of the Orderly.—It is im- 
portant that there be a man in the 
department to act as an orderly. It 
should be his duty to bring patients 
to the clinic and return them to their 
rooms. In this way he relieves the 
orderlies on the wards, who do not 
have to be called away from their. 
routine tasks. He should deliver 
drugs from the pharmacy and mate- 
rials from the storerooms. 

Duties of the Porter. — There 
should be a porter in the dental de- 
partment who should clean the de- 
partment daily and polish all equip- 
ment. However, the oiling and care 
of intricate machinery should not be 
entrusted to him. 
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The Small Hospital 


HE Salem Hospital, Salem, 

Mass., is a community hospital 
of 150 adult beds, serving a popula- 
tion of 60,000 people with active serv- 
ices in every department, including 
obstetrics and pediatrics. The out- 
patient department has been in op- 
eration since 1874 and it now serves 
an average of 37 patients per day in 
the various clinics that are customary 
in a community hospital. 

The importance of diet in the care 
of house patients has always been 
appreciated and our medical staff has 
likewise valued the work of the diet- 
ary department in interpreting the 
diet orders in terms that can be un- 
derstood by the patients. Because of 
the keen interest of the medical staff 
and dietitians, the same consideration 
of patients’ diets is given to those be- 
ing treated in the out-patient depart- 
ment. Out-patients need help on food 
problems perhaps even more than 
house patients, partly because there 
is less opportunity for actual diet 
control. 


Reasons for Food Clinic 
To be specific, the Salem Hospital 


out-patient department has a diet or 
food clinic for the following reasons: 

1. To teach the patients the value 
of a normal diet for normal health. 

2. To interpret the doctor’s diet 
prescription for the patient’s particu- 
lar disorder in simple food language 
that the patient can understand. 

3. To adjust the diet to the finan- 
cial status of the patient. 

4. By proper diet to help develop 
better health in the community. 

The first problem, and perhaps the 


fundamental one, is to develop a con- 
sciousness on the part of the clinic 
doctors, and particularly the interns, 
of the value of the dietitian and her 
food clinic to them and to the clinic 
patient. The interest and enthusiasm 
of the administrator are of the ut- 
most value to the dietitian in this 
problem. Talks to the medical staff, 
educational exhibits and repeated 
demonstrations of the value of a 
food clinic help materially in devel- 
oping this attitude. 


The food clinic operates on spe- 
cific days, particularly on the days of 
the prenatal and pediatric clinics and 
in collaboration with the other clin- 
ics. The dietitian is on call for other 
days of the week. Doctors in the 
clinics avail themselves of the oppor- 
tunity of having the dietitian inter- 
pret their orders to the patient. This 
clinic thus saves time for the doctors 
and really gets the story across. 

Even in the small hospital with 
one dietitian and with a small out- 
patient department, where it is not 
practical to have a set time for the 
food clinic, the dietitian can be on 
call for special cases. This does not 
do a complete job, but it helps mate- 
rially in the problem, particularly if 
the dietitian has developed a con- 
sciousness of the value of the food 
clinic in the minds of the clinic per- 
sonnel. 

When a patient is referred to the 
food clinic she is met by the dietitian 
who endeavors to develop a friendly 
relationship to win the patient’s con- 
fidence. The dietitian then asks ques- 
tions to find out exactly what the 
patient does eat. She adjusts her ideas 
to the particular income or racial 
diet standards of the patient and 
then outlines the proper diet for the 
patient in accordance with the doc- 
tor’s order, giving the patient a 
detailed menu sheet. 

As the dietitian outlines each meal 
carefully and individually she sets up 





Introducing a series of 
articles on food clinics 
to appear in the Food 
Service section this year 
are these two articles 
written from the admin- 
istrative point of view 





Food Clinics— 


OLIVER G. PRATT 


in front of the patient models of the 
several food items. The use of models 
enables the patient to visualize the 
diet and thus it is impressed on his 
mind more adequately than by the 
spoken word or by the printed list. 

This food clinic benefits the hos- 
pital in many ways. Naturally the 
experience is beneficial in the train- 
ing of interns, dietitians and nurses. 
Thus, the hospital benefits from the 
standpoint of improving the educa- 
tional program and from the favor- 
able reactions it receives for its pub- 
lic health work. 

The value of such a clinic to the 
community at large is derived from 
the benefits to the patients them- 
selves. Improvement in diet stand- 
ards causes a general improvement 
in health and this food clinic is, 
therefore, a valuable adjunct to the 
public health work being done by 
the hospital. 


Measuring the Value 


The effectiveness of the food clinic 
in reaching the individual patient, 
multiplied by the number of patients, 
determines in great measure the 
value of the food clinic to the com- 
munity. 

The clinic’s value to the patient 
depends on the ability of the dietitian 
to interpret the doctor’s orders in 
language the patient can and will un- 
derstand and to select items that 
are within the reach of the patient’s 
pocketbook. 

The development of a conscious- 
ness on the part of the clinic staff, 
including the interns, the approach 
to the patient and the detailed opera- 
tion of the food clinic are the prime 
considerations in this problem. 

Certainly, if we in community 
hospitals are to assume our responsi- 
bilities as public health agencies, the 
food clinic in the out-patient depart- 
ment is a necessity and can be oper- 
ated to great advantage even in the 
smallest hospital. 
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A Health Ser vice The Large Hospital 


F. R. BRADLEY, M.D., and LOUISE WILKONSON 


UR interest in food clinics be- 

gan with the opening of 
Barnes Hospital in December 1914. 
At the time the need for a food clinic 
was recognized. The hospital opened 
with the metabolism unit with a ca- 
pacity of six patients. This unit has 
its own kitchen, dietitian, special 
nurses and a large and well-equipped 
research laboratory conducted by the 
Washington University School of 
Medicine, St. Louis. Because of the 
afhliation of Barnes Hospital, St. 
Louis Children’s Hospital, Washing- 
ton University Clinics and the Wash- 
ington University School of Medi- 
cine, the work of the food clinic has 
been divided among the various hos- 
pitals in the group and the Washing- 
ton University Clinics. 

Since 1914 the hospitals have fur- 
nished food clinic service to private 
and semiprivate patients and to se- 
lected ward patients who return to 
their respective hospitals for food 
clinic service instead of to the clinics. 
From the first Washington Univer- 
sity Clinics has had a dietitian who 
gave food clinic service to a few pa- 
tients. In 1925 the medical director 
of Barnes Hospital metabolism ward 
also was assigned to the Washington 
University Clinics, enabling the clin- 
ics to care for more patients and the 
hospital to follow its ward patients 
who return to the clinics. However, 
patients suffering from diseases that 
are under study, such as diabetes, 
nephritis and Addison’s disease, re- 
turn to Barnes Hospital metabolism 
unit instead of to the clinics because 
laboratory service is more readily 
available. 

The Washington University Clin- 
ics, feeling acutely the need for a 
formal food clinic, organized one in 
November 1931. 

In Barnes Hospital, which cares 
for adult medical and surgical pa- 
tients, the food service is highly in- 
tegrated. The - Tirrill metabolism 
ward has grown from the original 
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six rooms to a complete ward of 14 
beds, including two private rooms. 
It has a model diet kitchen, contain- 
ing a breakfast nook so that the pa- 
tients may be instructed as to their 
diet, including how to prepare it and 
how to calculate it. There is a basal 
metabolism room adjoining the ward 
and near by there is a completely 
equipped research chemical labora- 
tory for study and research in meta- 
bolic and similar diseases. A full- 
time dietitian attached to the ward 
gives instruction to student nurses 
from the Washington University 
School of Nursing. Instruction also 
is given to junior medical students 
from Washington University. 

The preparation of calculated diets 
for in-patients carried on in this me- 
tabolism unit is not, in a_ sense, 
strictly food clinic work. However, 
it becomes such when the patient is 
to return home and it is necessary to 
educate him in the preparation and 
calculation of his diet. This is espe- 
cially true if the patient is a diabetic 
or is suffering from vitamin def- 
ciencies, particularly if he is going 
into a rural community with no 
clinic or hospital near. If he is a for- 
eigner who speaks English poorly, it 
is necessary to educate him and to 
obtain the cooperation of his relatives 
so that they may translate or carry 
out our instructions. 


Adapting the Diet 


The metabolism dietitian makes 
rounds with the medical director of 
the unit and this enables her to know 
at once the diagnosis and the full 
medical requirements of the case so 
that she can build a patient’s diet 
around the medical requirements 
and at the same time adapt the diet 
to the patient’s social and financial 
Status. 

The integration of the Barnes Hos- 
pital metabolism unit with the food 
clinic in the Washington University 
Clinics is of distinct advantage to the 


hospital in that a close check is kept 
on hospital patients who have be- 
come out-patients; often the expense 
of another hospitalization is avoided. 
From the scientific standpoint, the 
director of our metabolism division 
has been enabled to work out re- 
search problems in metabolic dis- 
eases, chiefly diabetes and nephritis, 
over a longer period of time than 
would be possible otherwise. Of dis- 
tinct advantage to the patient is the 
fact that if he is appearing regularly 
at the out-patient department for ob- 
servation in the food clinics and 
should need hospitalization, let us 
say for diabetic or uremic coma, or 
the crisis of Addison’s disease, he 
may be admitted in the early stages. 


Research in Metabolic Diseases 


St. Louis Children’s Hospital fur- 
nishes food clinic service to its pri- 
vate and semiprivate patients and its 
ward in-patients. It also has inte- 
grated the food clinic service with its 
own research department in meta- 
bolic diseases and the Washington 
University Clinics. 

In addition, the department of 
pediatrics oversees the dietary re- 
quirements of infants in St. Louis 
Maternity Hospital. The arrange- 
ment whereby patients suffering 
from diseases under study by the re- 
search department of Washington 
University School of Medicine may 
be returned to St. Louis Children’s 
Hospital for study instead of to the 
clinics enables the department to ad- 
just the food clinic’s work to research 
problems as they are indicated. Pa- 
tients are more readily available for 
the instruction of the intern staff and 
medical students in the clinical han- 
dling of these special patients and of 
out-patients’ problems. 

St. Louis Maternity Hospital has a 
full-time dietitian who instructs the 
mothers in regard to their diet as 
they are discharged, the diets for the 
babies being handled, as has been 
stated, by the department of pedi- 
atrics in St. Louis Children’s Hospi- 
tal. Out-patients return to the Wash- 
ington University Clinics for food 
clinic service. 
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66] FEEL like a million dollars!” 

Did you ever hear anyone 
make this statement who didn’t look 
in top form—her top form, at least, 
or his? It is uttered, no doubt, as she 
emerges from a beauty parlor glow- 
ing with life and interest after a 
shampoo, a wave or a facial. Or said 
with a resounding slap on your back, 
as he proceeds to rub a_ velvety 
smooth chin dusted ever so faintly 
with violet talcum. “Ready to lick 
the world—I'll say.” 

If to be well groomed adds to the 
self-respect and comfort of those who 
enjoy normal good health, what 
benefits might it have for others who 
lie convalescent in a hospital bed? 
Think of the psychological effect 
upon the listless patient of a dry 
shampoo and scalp massage, a wave 
or a facial. Unfortunately it is not 
always recognized that towsled, 
matted hair can cause as intense dis- 
comfort as an aching back. 

Imagine, too, the pleasure the pa- 
tient derives in seeing about him, as 
he appraises life with new eyes, a 
group of unusually attractive nurses 
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Beauty Enters the 


—immaculate young women whose 
caps are placed at just the right angle 
atop their sleek, becomingly dressed 
hair, whose skin looks fresh and 
clear, whose hands belie the rigors 
of hospital routine, and, wonder of 
wonders, who do not walk as though 
every step is an effort. 

Two years ago, a hospital in New 
York City began to visualize the 
value of beauty service for its patients 



















Right: The main treat- 
ment room that opens 
off the lobby. Below: 
The visit to the beauty 
shop is an_ occasion 
eagerly anticipated by 
patients, who are taken 
to the shop in a wheel 
chair by an attendant. 


RAYMOND P. SLOAN 


as well as for its entire staff. Assum- 
ing that there is truth in the state- 
ment, “We feel as well as we look,” 
this institution decided to experiment 
and find out if modern. scientific 
treatment of the hair, skin and nails 
would not actually hasten the pa- 
tient’s convalescence and also develop 
a better morale among the personnel. 
The decision was reached after a 
careful examination and study of the 


attitudes of patients, doctors, nurses 
and beauticians. 

Doctors admitted that the idea had 
possibilities; patients and nurses alike 
were enthusiastic; a beautician of 
national reputation was discovered 
who envisioned in the project oppor- 
tunities for raising the standards of 
his profession. So it happened two 
years ago that Manhattan General 
Hospital announced a new service, 
thoroughly modern beauty facilities 
for patients and employes. Time has 
brought even stronger conviction 
that a well-organized and carefully 
supervised beauty salon can and 
should play a part in the conva- 
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Hospital 


lescent care of patients in our hospi- 
tals today. 

Treatments of the skin, scalp and 
nails are administered in a suite of 
eight commodious rooms at Manhat- 
tan General Hospital to those pa- 
tients who have received the ap- 
proval of their doctors, also to nurses 
and other members of the staff. Some 
of the work is carried on at the bed- 
sides, always with the doctors’ per- 


mission, by operators carefully se- 
lected and especially trained. The 
girls must have a sympathetic nature, 
present a good appearance and, most 
important of all, talk only when 
spoken to. 

Walk down the main corridor on 
the first floor and turn to the left. 
The visitor enters a small foyer con- 
taining an appointment desk and a 
glass show case in which are dis- 
played numerous silver _ trophies 
awarded to Adolph, the beautician 
who eight times has received the na- 
tional prize for hair dressing and 
who for three years in succession has 
won the international prize. Adolph 
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Treatments frequently 
are given to patients 
confined to their beds. 
The doctor first must 
give his approval and 
an appointment is made 
for a dry shampoo, a 
facial or a manicure. 


operates the department under the 
general supervision of Helen Mur- 
phy, R.N., superintendent. In addi- 
tion to the hospital work, he has his 
own customers from outside who, 
once having recovered from the 
shock of visiting a hospital for a 
wave or a manicure, are enthusiastic 
over the advantages. 

It is not unlikely that the sound of 
men’s laughter will reach the visitor 
as he starts to learn at first hand of 
beauty therapy in the hospital. It 
comes through a half-closed door at 
the left that leads to the men’s salon, 
or barber shop. A doctor, his face 
immersed in lather, is discussing bald 


heads with the barber and with a 
patient stretched out in a wheel chair. 
The talk is of the wonders per- 
formed by a woman employed in the 
salon in making hair grow on the 
most barren spots. The doctor, one 
of her patients, proceeds to present 
proof of his claims. 

Through another doorway can be 
seen the reception room and main 
treatment room with its four chairs 
and four manicure tables, with 
plenty of space left for lounges and 
settees. Farther down the hall are 
six treatment rooms, each with ac- 
commodations for two. When pos- 
sible, patients are assigned separate 
rooms, thus assuring them complete 
privacy. High ceilings, adequate 
space and quiet create an atmosphere 
far removed from the hustle and bus- 
tle of the average beauty salon. The 
patients speak of it. They like it and 
even come back after being dis- 
charged from the hospital, because 
it’s so restful. 

It is distinctive, too, in its decora- 
tive effect. Color dominates, aqua- 
marine tints being combined with 
bold orange to disguise successfully 
the old-fashioned high ceilings. 

The equipment harmonizes and is 
characieristically modern. Recently a 
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Portable equipment that makes it 


new machine for permanent waving 
was purchased at a cost of $400, mak- 
ing two in all. Not that there is 
much call for permanent waves by 
the patients. “Most women have a 
permanent before they go to the hos- 
pital,” Adolph explains. “It would 
be too taxing on the majority of con- 
valescents.” 

But nurses and customers from the 
outside keep the machines busy. It is 
not unusual to find Adolph and his 
staff still winding up the curlers as 
late as 10:30 or 11:00 p.m. Nurses 
have to be taken care of when they 
have the time. Six people assist 
Adolph: a barber, a combination 
barber and hairdresser, two girls who 
give manicures among other duties, 
a cashier and the woman who spe- 
cializes in scalp treatments. In addi- 
tion, there are generally two appren- 
tices. 

A capital outlay of between $6000 
and $7000 is represented, for the 
equipment also includes portable ma- 
chines that may be rolled alongside 





possible for convalescent patients 
to have their hair and skin cared for without leaving their rooms. 


the bed for facials, as well as dryers 
and lights. Then there are the treat- 
ment chairs and other furniture. 
With such facilities available, it is 
not surprising that the patients enjoy 
the variety of being wheeled down to 
Adolph’s to get “fixed up.” It be- 
comes a real occasion to which they 
look forward, a welcome interrup- 
tion to hospital routine. 

Just as relaxing and beneficial are 
the treatments given those patients 
who are confined to their beds. 
While their bodies are rebuilding, 
their hair and skin likewise are being 
properly nourished. Following the 
call of the young lady attendant, the 
sanction of the doctor is obtained 
and an appointment is made. Soon 
the necessary equipment is rolled up 
to the bed and the treatment starts— 
a dry shampoo, perhaps, or a facial 
or a manicure. As she finishes, the 
operator takes the machine and gives 
the patient in a light arm and hand 
massage, which is soothing and re- 
laxing. In consequence, the hair soon 





regains its lustre, the skin takes on 
the glow of health and the nails be- 
come smooth and strong. Many a 
doctor confesses that he has to be 
introduced to his patient all over 
again. And the patient admits that 
she feels like a different person. 

Occasionally, during these treat- 
ments, either upstairs or in the 
beauty salon, a condition of skin or 
scalp reveals itself that is baffling to 
the attendant. No chances are taken. 
A doctor is called in conference. 
This tie-up between the beautician 
and the medical staff is particularly 
significant. 

So daily we find the young woman 
representative of the beauty salon 
making her rounds, greeting new pa- 
tients and stopping for a minute or 
two to chat with the old. If a wave 
does not look right to her practiced 
eye, she steps over to the bed or the 
chair and adjusts it. If, by chance, 
nail polish has become smudged, she 
proceeds to repair the damages. 
Under her skilled hands the patient 
is kept looking as fit as possible, at 
no extra charge. Even the initial cost 
is moderate; a hair set, for example, 
that ordinarily would be 50 cents in 
the salon is 75 cents in the room. 


Special concessions are made to the 
nurses. To encourage interest in per- 
sonal appearance, they are offered 
complete beauty care for $10 a 
month. This means that once each 
week every girl who subscribes re- 
ceives a shampoo, a wave, a facial, a 
manicure and, what is even more 
important for nurses, a pedicure. If 
they choose to do so, they can also 
stop in at the shop whenever they 
have a few minutes and have their 
hair set, at no extra cost. Some adopt 
the upswept mode at the end of the 
professional day. Small wonder that 
Manhattan General’s nurses are well- 
groomed! 

Nurses from two other hospitals in 
the neighborhood likewise avail 
themselves of the service, for the 
community does not boast many 
beauty parlors and none as preten- 
tious as the one at Manhattan Gen- 
eral. Outside customers pay the 
regular rates, however. 

It is not as superficial as it sounds. 
Maintaining herself in this way gives 
the nurse a different outlook on life 
and if anyone needs to feel “like a 
million,” it is she. 
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Mention of the new upswept hair- 
| dress recalls an incident that will not 
soon be forgotten at Manhattan Gen- 
eral. As accustomed as hospital peo- 
ple are to unusual sights both amus- 
ing and distressing, they confess 
frankly that this was a new one. 

A woman patient about to be dis- 
charged was particularly anxious to 
look her best when she left the hos- 
pital. A group of friends, it seems, 
were giving her a “welcome-back- 
from-the-hospital” party. If only she 
could surprise them by appearing 
with one of the fashionable upswept 
coiffures!: The chief difficulty was 
that her hair might become disar- 
ranged on the way home. Adolph 
arose to the occasion by suggesting 
that he dress her hair around her hat. 

So behold our patient on a warm 
afternoon in late summer being 
rolled along the corridors of the hos- 
pital garbed in pajamas, but with her 
hair high on her head topped with a 
saucy speck of a hat. 

An amusing incident, to be sure, 
yet something more—a situation re- 
flecting a state of mind that is too 
infrequent among the thousands of 
patients who depart daily from our 
hospitals. This wasn’t an invalid re- 
turning to her normal environment, 
fagged, spiritless, indifferent, but a 
woman exuberant, confident, glam- 
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One of the eight treatment rooms maintained by the shop. Two perma- 
nent waving machines are kept busy caring for nurses and outside cus- 


Nurses from two other hospitals make use of the shop. 


orous, feeling fit because she looked 
fit. No expressions of sympathy 
awaited her but instead there were 
cries of admiration: “My dear, what- 
ever did they do to you? Why, you 
look marvelous, simply sie 
Come, turn around and let us see it 
from the rear.” 

How envious would another pa- 
tient have been could she have heard 


the foregoing comments! This other 
patient was discharged from a hos- 
pital that boasts no beauty shop. 
Upon hearing about what is happen- 
ing at Manhattan General, she wrote 
Miss Murphy a note. 

“IT want to tell you what a splendid 
idea I believe this to be. Only too 
well do I recall leaving a hospital 
after three weeks of illness. Unfor- 
tunately, I am one of those people 
whose hair, to look at all decent, 
must be done every 10 days. No 
beauty help was available at my hos- 
pital, only a barber who claimed to 
be a hair dresser but who, in my 
opinion, was only a barber. 

“I reached home looking like 
‘something the cat dragged in’ and 
the thought has often come to me 
since how splendid it would be for 
hospitals to be able to fill the beauty 
needs of their convalescent women 
patients. 

“Nothing helps one’s morale more 
than a good facial or a hair-do. Doc- 
tors will find patients far more cheer- 
ful if the patients know they are 
looking their best. You must agree 
with me, since you saw the need and 
acted upon it. Here’s a salute to 
beauty.” 

This by one who speaks from ac- 
tual experience. More such frank 
expressions may well encourage more 
hospitals to throw open their doors 
to admit beauty. Who can tell? 





Passavant Has Unusual Créche 


ROM Italy come the graceful 

figures used in the créche dis- 
played in the lobby of Passavant 
Hospital, Chicago, during the Christ- 
mas holidays. Built by Mrs. James 
Ward Thorne, well-known collector 
and constructor of miniature inte- 
riors, the créche follows the traditions 
of the early Italian, even to the 
mound of fruit and gifts placed in 
front of it. 

Well on its way to becoming a hos- 
pital tradition, the créche is set up 
each Christmas by Mrs. Thorne, who 
built it for her own enjoyment and 
placed it in the hospital that others 
might share it. The stage is mounted 
on a stand, banked by lilies and illu- 
minated by two fat red candles set in 


star shaped holders of dull gold. The 
brocades used in the construction of 
the stage also were obtained in Italy 
by Mrs. Thorne. 

The créche is actually lighted from 
the flies of the small stage. The back 
drop is a yellow-gold brocade. The 
stage floor is covered with velvet. 
The scene contains figures of the 
Christ child, an angel, Mary, Joseph, 
a shepherd and the three wise men. 
Camels, sheep, oxen and asses com- 
plete the picture. The child is lying 
in a makeshift crib, on a square of 
dull blue, a young angel flying over 
him. The graceful figures and the 
soft, dull colors blend to form a pic- 
ture that might have been painted by 
an old master. 
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EW practices and procedures 

intended and designed essen- 
tially for large hospitals and _ for 
schools of nursing frequently can 
be modified and adapted for use in 
the small hospital. This is true of 
the case method of assignment. This 
method is not new. Several years 
ago the outline was suggested in the 
American Journal of Nursing by 
Mabel Larson. Nurse educators and 
directors of schools of nursing wel- 
comed this plan which since has be- 
come an established factor in ward 
administration. 

An assignment sheet is necessary 
for written assignments. Types of 
assignment sheets in use are many 
and varied, having been planned to 
meet the individual needs for the 
departments intended. This _par- 
ticular sheet was originally designed 
for use in the pediatric department 
of a large teaching institution. Later 
it was used successfully in two small 
hospitals, one having a daily average 
of 35 patients, the other having a 
daily average of 20 patients, and both 
staffed with student and graduate 
nurses. 

The sheet, 20 by 22 inches, is 
spaced for assignments for nine 
nurses throughout the period of one 
week. The left hand column pro- 
vides space for the name of the nurse 
and for her special duty assignments. 
Next, a column is provided for the 
posting of advance notices. The re- 
mainder of the page is spaced for 
the posting of hours, class hours and 
daily assignments throughout the 
week. Before Monday of each week 
special duties, hours of duty, class 
hours and notices are blocked in for 
the coming week. Daily assignments 
are made out the evening of the pre- 
ceding day in pencil. 

It is important that assignments 
be kept up to date. Often in the 
small hospital the entire working 
schedule is affected by a delivery, an 
emergency operation or perhaps by 
the admission or release of one or 
more patients. At the end of the 
week the assignment sheet presents 


Assignment by Case Method 


DOROTHY GARRIGUS KING 


an accurate and concise picture of 
department or house activities. 

In the case method of assignment 
each nurse is assigned a group of 
patients for whose care she is entirely 
responsible during her stay on duty. 
She sees her patient as an entity and 
this stimulates her interest in the 
patient. She realizes that her efforts 
are partially responsible for the pa- 
tient’s recovery. A student nurse has 
compared this method of nursing to 
the making of a dress in which one 





Assignment sheets are 
used at Methodist Episco- 
pal Hospital at Princeton, 
Ind., to provide an outline 
for the day’s program and 
to prevent confusion and 
overlapping of ward duties 





person is responsible for its comple- 
tion, while the divided service to the 
patient represents a factory made 
garment in which several persons 
have a part in its making and no 
certain individual visualizes the com- 
pleted garment. 

Advantages of the case method of 
assignment are unlimited. Student 
nurse, staff nurse, head nurse, super- 
visor, patient and, in the small hos- 
pital, the superintendent, each bene- 
fits directly from its use. Opinions 
concerning advantages of the assign- 
ment sheet were solicited from stu- 
dent nurses, staff nurses, head nurses 
and supervisors. 

Evaluations and comments from 
student and staff nurses included 
the following points: 

1. Assignments are definite and 
each nurse clearly understands her 
exact responsibility. 

2. The plan provides an oppor- 
tunity for complete nursing care to 
assigned patients. 





3. The nurse is enabled to give 
more studied, comprehensive and de- 
tailed care to the individual patient. 

4. Quality of nursing service is im- 
proved since the nurse gives con- 
tinued care to the same group of 
patients throughout the week. 

5. The nurse learns to refer to the 
patient by name rather than by room 
number. 

6. Advance posting of hours, classes 
and patient assignments provide an 
opportunity for the nurse to plan 
both for her work and for her leisure. 

7. The method furnishes an ac- 
curate reference for the student in 
keeping her case records. 

8. The patient receives more in- 
dividual and effective care and is not 
upset by a constant change of nurses. 

Head nurses and supervisors com- 
mented on the plan and its advan- 
tages as follows: 

1. The method enables the head 
nurse, supervisor or administrator to 
equalize the nursing load. 

2. It enables her to provide an 
even division of on and off duty 
hours for her nursing staff. 

3. More thought can be given to 
the individual patient’s needs. 

4. The plan affords opportunity 
for analysis of the nursing care re- 
quired for each patient. 

5. The supervisor is better able to 
evaluate speed and efficiency of her 
staff. 

6. Nurses on duty can be located 
without delay. 

7. The plan provides a check sys- 
tem in the execution of doctors’ 
orders and nursing procedures. 

8. It allows time for ward teach- 
ing. 

9. It serves as a reference when 
computing time and service records 
for students. 

10. The plan definitely places re- 
sponsibility and also serves as a con- 
trol for the department or the entire 
hospital. 

The case method of assignment is 
not unlike job analysis advocated 
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ASSIGNMENTS Bo 14, METHODIST EPISCOPAL HOSPITAL, Prigceton, Indiana - 
NURSE AND SPECIAL WORK DAY. MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 
rman ___ (Relief) _—_—'|__ HOURS 3-11 — 5-th ca a ae T-1l_P.Me 
“Miss Gorman _(Relie' — an . (Call) 2 (Cail) oa (call) 1-2 
1 Supply ) Receive Report Receive Report Receive Report Receive Report Delivery Scrub 3 4. M. 
and ) Closet let Floor Relieve Miss 3olds 3 P.M. Relieve Miss Bannister 3 P.M. Relieve Mise Young 3 P.\ Relieve Miss Young 3 P. K. 
Linen ) lstFloor & Nursery 3-4 ist Floor & Nursery 3-4 let Floor § Nursery , ree lst Floor & Nursery 3-4 Receive Report 
Thermometer Count Thermometer Count Thermometer Count 7 P.M Bursery 
4-7 P. ~ # 1 Mre. Bottom Me7 P.M. Yureery 4-7 P.M. # 1 Mrs. Bottom & lst Floor ) 
3 Mrs. Dragoo & # 5 Mise Miller (Mrs. Hayes & ) 1PM 
II Make Surgery Supplies ‘, tio Miller Mrs. Jones(labor room) # 6 Mr. Woods #2(urs. Slade frursery ) 
vr. Woods Scrubb for Delivery Admit Miss Bertram to # 1 (urs. Jones 
Evening fan Dinner 7-11 P.M. lst Floor & Nursery Evening Diete-5:30 Dinner 5 O'Clock Dinner 
-1l P.M. let Floor & Nursery 7-11 P.M. lst Floor & MNursery/7-11 P. M, let Floor & Nursery 
_Miss Banrister _ |_ HOURS” 7-12 heT ic =, means! aa 5 7 47 6-12 
CLASSES 1-2 é 1-2 
Nursery 
I Nursery Trays Forma Nursery Nursery Berly a. 4. care 1st Floor Nursery 
a Ba 12 O'Clock Lunch Pormla Yormla Formila 
> Formla 4-7 P.M. Same as a. 11:30 Lunch 4-7 P.M. Same po a. M 7:30 Breakfast 11:30 Lunch 
and Relieve Miss Bolds ) © 12:00 Relieve: 
11 Nursery Equipment (Mrs. Hayes Miss Young) (urs. Slade Nursery Miss Bold) 12:99 
Mothers = Slade lst on # 2(Mrs. Jones hiss Young) 
III Forma Room Mrs. Simmons 12 to3 P.M (urs. es Formla kd 
5 C'Slock Dinner Rursery ) 5 O'Slock p -ntonlnas lst Floor & Nursery 12-3 
co ae HOURS, i __ {ole 7 6-12 7-12 ana aE 4e7 
CLASSES 1-2 1-2 ees int 
I Utility Room 
a. Hypodermic Tray in. Me Diets a. M. & Noon Diets Barly a. M. Care lst Floor #1 (urs. Ketws a4. M. & Evening Diets 
b. Solutions Pl kis. Bottom # 1 Mrs. Bottom 7:30 Breakfast (Mies Dc>tram # 1 (Mrs. Bottom 
c. Utility Cabinet ¥3 Mrs. Dragoo # 3 Mrs. Dragoo # 1 Mrs. Bottom (To surgery at 8:30 4. M.) (Miss Bertram 
1. Trays 05 Uies Miller # 5 Mies Miller # 3 Mrs. Dragoo #5 Mise Miller $3 Miss Carter 
2. Supplies 21:30 Lunch 4-7 P. MW. Same as a. My (To be released at 2 P.u.) | 4-7 P.M. Same as A. My hf 5 Miss Miller 
Relieve Miss Bannister)@ 12:00 and ? 5 Miss Miller and L-7 P.M. Sane os A. M, 
Note: Make fresh 5% Lysol Mise Y # 6 Mr. Woods Noon Diets # 6 kr. Woods 4 
solution for forceps het Floor & Nursery 12-3 5 O'Clock Dinner Evening Diets # 6 Mr. Woods 
jar each morning. 5:30 Dinner 
“Kin Yom HOURS | re Sciam 7-32 7 7-3 733 7-32 be] 
| CLASSES 1-2" aa 1-2 1-2 
I Perineal Dressing Carri 
é mee arly a, M, Care let Floor (irs. Hayes (Mire. Hayes (Mrs. Hayes (Mrs. Hayes 
7:30 Breakfast #2 ha Slade $2(urs. Slade # 2(Mrs. Slade # 2(Mrs, Slade 
II Breast Trays p2 (ure. Hayes Mrs, Simmons Mrs, Jones (Mre. Jones Mrs. Jones 
(ure. Slade ay be released at 2:30 P.M.) 11:30 Lunch 11:30 Lunch Mrs. Reynolds 
(ure. Simmons 7 P. M. Same as A, M, Relieve Miss Bannister) at Re)‘eve Miss Bannister) at 4-7 P. M. Same as a, M, 
III 0. B. Supplies Foon Diets ~3 had in Nursery until Mies Miss Bolds —) 12:00 Miss Bolds ) 12:00 and 
N2 O'Clock Lunch Gorman is finished in delivery |lst Floor & Nursery 12-3 P.M, | let Floor & Nursery 12-3 P.k. Nursery 
room, 
Evening Diets 
“View ackingon ~___ | ours [7-12 <<. ae i i! ©] Tie eT 73 
Fi casas) te Ps es as a: 1-2 
I Medicine Room 
a. Hypodermic ‘ray a. Mu. & “oon Diets 4. M. Diets 4. M. and Noon Diets 4. M. and Hoon Diets a. M. Diets 
d. Cadinets (Mrs. Sicoa (Mre. Simon (urs, Simon 
1. Medicine #2 (cies Call #21 (Mies Call #21 (Miss Call (Mrs. Simon (Mrs. Sixon 
2. Solutions (Miss Lathom (Miss Lathom (Miss Lathom $21 fates all #21 (Miss Call 
32:00 O'Clock Lunch 11:30 Lunch U-7 P.M, Same as a. M. Miss Lathom - — 
Note: Check ea = 7 P.M. Same as A. M. Relieve Miss Schafer) and : yan 
Make Pri oa 5 O'Clock Dinner Mise Butler ) at 12:00 #23 Mrs. Reed 4-7 P. M. same as A. M. Relieve Mise Schafer 
solution for forceps 2nd & 3rd Floors 12-3 #31 Nrs. auberry Miss Butler@ 12: 
jar each a. M, 5 O'Clock Di Dinner 2nd & 3r4@ Floors 12-3 
aad Mr erry 5 
‘Wise Schafer Hours [| 7-12 : le? 6-12 ue maby T3 te : oa ae —— 
. CLASSES 1-2 eae __e2 ill a 
I Surgery work room (a. M., Noon Receive Report a. M. Diets 
a. Fork Table Feed Mr. auberry (& Evening Barly a. M. Care 2nd & 3rd Relieve Mise Butler @ 3:00 (Mr. auberry a. M. & Moun Diets 
bd. Cabinets (Mr, auberry 7:30 Breakfast end & 3rd Floors 3-4 P.M. # 22 (ur. Prench (Mr. auberry 
1. Supplies @ 22 (Mr. Franch (Mr. auberry phoraoneter Count (Mr. Nance @ 22 (Mr. Proach 
2. Intravenous Solution (Johnny Elliott #22 (Mr. French 7 PM (Johnny Elliot (Johnny Elliot kr. Nance 
Traye 12 O'Clock Lunch (Johnny Elliot # 22 (Mr. Nance , (to de released 11 4.M,) [4-7 P.M. Same as A.M, 
4-7 P.v. same as a, M, Feed Mr, auberry (4. M. (ur, avbderry 11:30 Lunch and 
Note: Keep on shelves 6 5 O'Clock Dinner (4& (ur. French Relieve Mise Putler } # 31 Mre, duderry 
flasks of each type (Hoon itvening Diets Miss Aékineon) at 123 
of solution 5:30 Dinner 2nd & 3rd Floors 12-3 P.M. 
J-)) P.M 2nd & ta Floors 
Mias Butler a 1-3 1-32 4-7 1-3 ca 1-2 47 6-12 
1-2 1-2 ; ~ = & 1-2 
I Utility Room (2nd floor) 
&@. Solutions a.M. Diets a. M, & Noon Diets a. M. Diets 4. M. & Hoon Diets Barly 4. M. Care 2nd &3 


db. Utility Cabinet 
1, Trays 
2. Supplies 


# 23 Mrs. Reid 


11:30 Lunch 


$23 Mre. Reid 
#25 Mr. Nance 
#31 Mre. aubderry 


# 23 Mrs. Reid 

# 25 Mr. Nance 

(transfer to # 22 after bath) 
# 31 Mrs. Aubderry 


#23 Mre. Reid 
#25 Mrs. Perry 
(Fo murgery #9 A. M. ) 


7:30 Breakfast 
$23 Mre. Reid 
$25 Mrs. Perry 








Note: Make fresh 5% lysol Relieve Miss Ackinson) 4-7 P.M. Same as a. M, 11:30 Lunch #31 Mrs. Auberry $31 Mrs. aubderry 
solution for forceps Miss Schafer ) @ 12:00 [5:60 Dinner Relieve —_ Ackinson) 
each A. 2nd & 3rd floors 12-3 Feed Mr, aubderry 5:30 » Ball ) @ 12: | 4-7 P. M. Same as a. Noon Diets 
2nd & ms Gas 12-3 P.M 
Mises Ball ___ (relief) ba ey. ent! y q-12_ _, 3-11 casa or 
1-2 eS eee (oak 
I Blanket) Receive Report Receive Report Receive Report Receive 9 


& ) Closet 2nd Floor 
Supply ) 


II Clothes Room 


III Splint Room 





) Supply 
) Cabinets 
Stationery) on Landing 


II Desks 
III Make Surgery Supplics 


Relieve Mise Butler @ 3:00 
and & 3rd Floors 3-4 
Thermometer Count 

4-7 P.M. $23 Mre. Reid 
#25 Mr. Nance 

# 31 Mrs. avberry 
Evening Diete-5:30 Dinner 
J-1l P.M. 2nd & 3rd Floors 


Relieve Mise Ackinson 3 P.M, 
2nd & 3rd Floors 3-4 P.m, 
Thermometer Count 


4-7 P.M. # 22 (Mr. auderry 
(Mr. French 
(Johnny Elliott 

Evening Diets 

5330 Dinner 


4. M. & Noon Diets 
Special Work for Miss Schafer 


(Johnny Elliott 


Relieve Miss Schafer @ 3 P.M, 
2nd & 3rd Floors 3 


7-11 P.M. a & 3rd Floors 


Relieve Mise Ackinson® 3 
2nd & 3rd floors 3-4 
Thermometer Count 


4-7 P.M. (Mr. auderry 4-7 PM #2) (Mrs. Simon 
$22 (Mr. French (Miss Call 
aa. Nance (Mies Lathom 
Evening #23 Mre. Reid 


Evening Diets 








An assignment sheet for five days 
of the week. Duties for Saturday 
and Sunday have not been posted. 
In the left hand’column is space 
for the name of the nurse and 
for her special duty assignments. 
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by those attempting to obtain a more 
comprehensive program for the man- 
agement of hospital employes. It ap- 
plies in the same fashion to the 
nursing group, providing a definite, 
weil-planned pattern or guide for the 











pati 


satisfactory 





care 
ene. 


7-11 P.M. 2nd & 3rd Ploors 3439 Pps. _— 
Tle aie 11-7 Pola = 1-7 P.M. U-7 P.M 4-7 P.M 
a ees : 1-2 : : Siecececkceanes ae 1-2 
Receive Report Receive Report Receive Report Receive Report Receive Report 
All Floors) All Floors ) All Floors ) All Floors ) All Floors ) 
& ) 11 P.M, to 6 aM & ) 11 P.M, to 6 aM, & ) 11 P.M. to 6 aM & ) P.M. to 6 aM . )LLPM to 6 ar 

Nursery ) Worsery ) Wureery ) Bursery Bursery ) 

6 aM. to 7 aM. 6a.M. to7 a M 6 4.8. to 7 aM. 6 aM. to7 4. M 6 aM. to 7 AM, 

Early A.M. Care lst F’-sr Early a. M. Care Barly 4. M. Care Early 4. M. Care Barly 4. M. Care 
2nd & 3rd floors 2na & 3rd fleors let Floor let Floor 


day’s program and eliminating over- 
lapping of duties, confusion, waste 
in steps, energy and time. Through 
this means adequate, individual and 
can be assured the 
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The prospective mother and father arrive at 
Peralta Hospital. Location of the room in the ma- 
ternity department that has been reserved several weeks 
previously is given by the nurse at the information desk. 





Blood counts are a necessary preliminary to the ac- 
couchement and are made upon admission. Using 
a pipette, a few drops of blood are drawn from the pa- 
tient’s ear by the technician from the clinical laboratory. 





Brera: te, 


The blood then is taken to the laboratory and 
spread on slides for viewing under the microscope 
in order to determine the blood count. Other routine 
tests are run if these have not been done previously. 


5 


After a _ physical examination by the resident 
cr a paysical 7 
physician, the patient has her temperature taken. 


Movie Portrays 


cc HE modern hospital stands beside the college, 
the church and major business organizations 
as one of the most important institutions in the serv- 
ice to humanity,” says the introduction to the motion 
picture, “Behind the Scenes in the Modern Hospital.” 
Prepared at Peralta Hospital, Oakland, Calif., pri- 
marily to give employes of the hospital some under- 
standing of how the complex hospital organizat‘on 
fits together, the film portrays the entire course of a 
patient’s trip through the hospital. The two reels are 
in color and can be shown in thirty minutes. 
Beginning with a patient’s admission, successive 
scenes show her receiving a physical examination, a 
blood count and other routine procedures. Filmed 
also is the x-ray examination and the conference of 
physicians following it, which result in a decision to 
perform a cesarean section; the actual delivery of the 


A cesarean section is the procedure decided upon 
after a consultation of obstetricians. Before en- 


tering the delivery room aseptic technic requires 
the surgeon to scrub hands and forearms thoroughly. 




















Moments pass slowly as the anxious husband paces the 
floor outside the delivery room and waits for news. 


Patient s Progress 


GEORGE U. WOOD 





baby; the care and treatment of the new-born infant, 
including identification, weighing, measuring, oiling, 
treatment of the cord and of the eyes. The aseptic 
technic used in the preparation of the infant’s formula 
also is included. Incidentally, the patient pictured is 
a real patient and had a real baby via the route made 
famous by Julius Caesar. 

The film has been carefuly edited so as to be of 
general value to hospitals in all parts of the country 
for showing either to employes or to public groups. 
The section showing the actual delivery of the baby 
has, however, been abbreviated in the version of the 
film that will be supplied for general audiences. Ar- 
rangements are now under way to make the film 
available to other hospitals. It has been approved by 
the American College of Surgeons and is dedicated 
to the American College of Hospital Administrators. 


9 The attending obstetrician dictates the patient’s 

history to the record librarian. The chart gives 
all data regarding the cesarean section. The film 
shows a completed history chart ready for the file. 




























7 All linens and dressings used in the care of the 

new-born infant and its mother are sterilized be- 
fore using. The nurse is loading one of a battery 
of autoclaves with bundles of unsterile bandages. 





Little personal services are remembered and ap- 
preciated by the patient. To start the day right 
coffee is served before breakfast by a piquant Chinese 
girl wearing a turquoise blue mandarin costume. 





10 Holding her baby, warmly wrapped in its new blan- 

kets and dressed for the first time in its own 
layette, the happy mother is wheeled to the hospital 
entrance, with the attentive father hovering near. 
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Admittin 


HE new admitting unit at the 
Tuberculosis Preventorium for 
Children at Farmingdale, N. J., re- 
places a building that has served the 
same purpose as the new structure 
since the preventorium was estab- 
lished in 1909. The older building, 
something of a makeshift at the out- 
set, was found inadequate to meet 
the steadily increased demands made 
upon the preventorium and the erec- 
tion of a new unit was decided upon 
by the directors of the institution. 
The problem for the architects was 
to design a simple, self-contained, 
easily administered unit to receive 
approximately 56 children of both 
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First floor plan of the admitting unit 
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sexes. This unit must permit the 
children to be housed under careful 
supervision for a period of about two 
weeks before sending them to the 
main preventorium a short distance 
away. At the main building they 
would associate with other children 
for the duration of their stay in the 
preventorium, which usually lasts 
from three to six months. 

The architects endeavored to sep- 
arate the children’s quarters as much 
as possible from the administrative 
portion of the building, principally 
for the purpose of minimizing the 
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of the Tuberculosis Preventorium. 


Unit for a Children's 


WILLIAM H. SCOPES and 


tracking of stairs and corridors, al- 
ways a problem where active chil- 
dren are concerned. Except when 
the children go for their meals and 
diets, their presence in the adminis- 
trative part of the building is re- 
quired only on special occasions. 

In referring to the floor plans, it 
will be noted that the first and sec- 
ond floors are practically identical. 
Four dormitories are provided, each 
accommodating 14 children. These 
dormitories are not heated but are 
entirely protected against storm by 
means of metal casement sash swing- 
ing out on two sides of the dormi- 
tories. The openings at the rear are 
high up windows of the barn venti- 
lator type, hinged at the bottom to 
swing in at an angle of 30 degrees 
to the vertical. The sash, when 
opened, rests on galvanized iron 
cheeks attached to the sides of the 
frame, so as to deflect the air upward 
away from the beds for the purpose 
of avoiding draughts. 

Each dormitory has its own dress- 
ing room, bath and toilet rooms. 
Washing is done at a continuous 
lavatory having three sets of mixing 
faucets. There are no plugs to these 
sinks; the children wash in running 
water. A drinking fountain is also 
provided in each dressing room. 
Shelves with hooks under them have 
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Preventoritum 


MAURICE M. FEUSTMANN 


been installed where indicated. Outer 
garments are kept in the vented 
closets. All other clothing in daily 
use is hung on hooks under the 
shelves, so as to be in constant view. 

Children occupying the first floor 
dormitories have direct access to 
their respective dressing rooms. 
Those occupying the second story 
dormitories use the stairs at the chil- 
dren’s entrance. The segregation of 
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Above: Second floor 


plan. Note the trian- 
gular “lookout” in 
the attendants’ rooms 
so that they may ob- 
serve activities in the 
dormitories without 
leaving their desks. 


Barn type windows 
are set high in one 
wall of the dormitory 
to give adequate ven- 
tilation without 
draughts. Kitchen 
tables and equipment 
are of stainless metal. 


sexes is vertical. Children having 
need of toilet facilities during play 
time use the bathrooms on the first 
floor, so as to avoid mounting the 
stairs. Under the staircase at the chil- 
dren’s entrance is a closet for over- 
shoes for the use of upstairs children, 
the purpose being to reduce the 
tracking up of the children’s stairs. 

Attendants’ rooms are adjacent to 
and connected with each dormitory. 
Triangular “lookouts” afford addi- 
tional light and ventilation for the 
bedrooms but, above all, permit the 
attendant to observe the activities in 
the dormitories at all times without 
leaving the room. The attendant 
also is near the dressing room, baths 
and toilets, so as to see what is going 
on in those rooms as well. 

The first floor examining room 
near the principal entrance is used 
by the visiting doctor (there is no 
intern at the preventorium) who 
goes over the children soon after ar- 
rival. Children usually are received 
in groups. The intradermal tuber- 














culin test ordinarily has been applied 
to the children some time before 
their arrival at Farmingdale by the 
proper authorities in New York and 
New Jersey, New York City and the 
counties of New Jersey that send chil- 
dren to the institution. For admis- 
sion the child must have responded 
positively to the test. However, if 
the physical examination by the visit- 
ing doctor discloses an open case of 
tuberculosis, the child must be cared 
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for elsewhere as the institution is a 
preventorium, not a sanatorium. 

On the second floor is a small in- 
firmary, with bath, to take care of 
minor ailments. The emergency 
room across the corridor is provided 
to meet any unlooked for situation. 

The women employes have their 
rooms and baths on the second floor. 
The fireman and houseman have 
been given quarters in the basement. 

A small existing structure situated 
a few steps from the new unit serves 
as a playroom in bad weather. 

Cost of the preventorium is esti- 
mated at approximately $1100 per 





child. In summarizing the construc- 
tion of the unit salient points spec- 
ified by the contract are presented. 
The building is of fire-resistive type. 
The exterior superstructure is of 
cinder concrete blocks, stuccoed on 
the outside, furred on the inside and 
lathed and plastered. All floor joists 
are metal and all girders are steel; 
interior studs are metal; all plaster 
lath is fire resistive. 

The roof is of slow burning, heavy 
timber type, covered with heavy 
plank and slate. All staircases are of 
steel with slate treads. Bath and 
toilet rooms, kitchen and pantry 


have tile floors and washroom walls 
are tiled to the height of 5 feet. 

Lightweight linoleum wainscot- 
ing to a height of about 5 feet has 
been applied to the plaster walls in 
the main dining room, in the chil- 
dren’s dressing rooms, in all corri- 
dors, in the waiting room and up 
the staircases. The following rooms 
have hardwood floors: dormitories, 
attendants’ bedrooms and employes’ 
bedrooms. Battleship linoleum, 3/16 
inch thick, has been applied over 
wood flooring in both dining rooms, 
in the waiting room, in the examin- 
ing room and in the corridors. 





Preserving Breast Milk 


INCE April 1937 the pediatric 

service of Queens General Hos- 
pital, Jamaica, Long Island, N. Y., 
has been using breast milk collected 
from mothers on the obstetric wards 
of the hospital and preserved by a 
simple method of pasteurization and 
refrigeration. 

Breast milk is collected from moth- 
ers having an abundance of milk, 
beginning four days postpartum. No 
more than 2 ounces is taken from 
any mother per day. No milk is 
taken from mothers whose babies 
have been losing weight or who are 
not gaining enough. Milk from lue- 
tic mothers is given to their own 
babies and to no others. 

Seven ounces of the pooled milk 
mixed with ¥, ounce of sterile water 
is placed in each of a number of 
ordinary 8 ounce formulary bottles. 
Sterile corks are placed lightly in the 
bottles so that they will not blow out 
when the milk is heated. Over each 
of the corks are placed six layers of 
sterile gauze, a large piece of cotton 
and finally a piece of sterile waxed 
paper. Surprisingly enough, waxed 
paper can be autoclaved. This cover- 
ing is held in place by a rubber band. 

Bottles are placed in a bottle rack, 
which is placed in the top of a double 
boiler on a wire mat in cold water 
that reaches to the level of the milk 
in the bottles. The water is main- 
tained at a temperature of 175° to 


180°F. for thirty minutes with the 
flame turned off. Precautions must 
be taken so that the milk will not be 
overheated, because it will caramelize. 

Bottles are then kept for twenty- 
four hours at room temperature. 
The process is repeated at the end of 
this time and repeated again at the 
end of forty-eight hours. Following 
the third heating the corks are tight- 
ened in the bottles, the coverings are 
removed and the corks are sealed 
with several coatings of paraffin so 
that they are air tight. Bottles are 
refrigerated at a temperature between 
38° and 52° F. 

When an immediate need for the 
milk arises, it is only pasteurized 
once. After the first heating, it is 
cooled at room temperature and 
stored in the refrigerator. 

To date this milk has been used 
on 66 babies, the majority of whom 
are premature. The largest quantity 
received by any one baby was 480 
ounces over a period of three months. 
There have been no reactions result- 
ing from its use. 

The longest period the milk has 
been preserved before use is two 
and a half months. There has been 
no occasion to keep it longer, al- 
though it has been claimed that the 
milk will keep from one to two years. 
Single pasteurized milk is not kept 


MARCUS D. KOGEL, M.D. 


for more than forty-eight hours. The 
only change occurring after standing 
for a few days is the rise of the fat 
to the top of the bottle. 

Of the 5771 ounces preserved be- 
tween April 1937 and June 1938, 
approximately 50 per cent was triple 
pasteurized and the other half was 
pasteurized once. Breast milk sells 
for 25 cents an ounce; if the hospital 
had purchased this milk, it would 
have cost $1442.75. 

This quantity of milk was collected 
despite the following handicaps: (1) 
a relatively small obstetric service 
having an average daily census of 
forty-five; (2) the restricted quantity 
of milk available from mothers in the 
vicinity of the hospital; (3) refusal 
of many mothers to have their breasts 
pumped, and (4) the fact that breasts 
of mothers who do not wish to nurse 
their babies must be permitted to 
dry up. 

The hospital has made no attempt 
to interest outside mothers in donat- 
ing milk for preservation. If this 
were done it would provide enough 
milk for all needs of a pediatric serv- 
ice in many communities. 

This method of preservation is 
economical, safe and convenient and 
can be carried out in cases in which 
only ordinary icebox or brine refrig- 
eration is available. 
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Designed for Premature Infants 














ASA S. BACON 


NEW nursery for premature in- 
fants was opened recently by 
the Presbyterian Hospital, Chicago. 
This nursery is equipped to provide 
the basis for a sound nursing technic. 
Each infant in the nursery is 
housed in a completely enclosed air 
conditioned cubicle of a type devel- 
oped at Presbyterian Hospital and 
recently put on the market. Each 
cubicle is made of steel and shatter- 
proof glass. 

Individual equipment is provided 
in each cubicle for full care of the 
infant and no infant need ever be 
removed from a cubicle until it is 








ready to go home. There are gowns Top: Three of the seven completely enclosed and air conditioned cubicles 
and masks for doctor and nurse, that recently have been installed at Presbyterian Hospital, Chicago. Air 
weighing pans, foot controlled wash- escapes through the ventilator outlet (1); heat is controlled by the thermo- 
bowls, waste receptacles, piped oxy- stat (2) and is indicated by wet and dry bulb thermometers (3); oxygen 
gen connections, a thermometer, intake is controlled by the oxygen jet and flow meter (4); air enters 
electric lights, a crib table, shelves through the inlet (5) and moisture is controlled by the humidistat (6). 


Vol. 52, No. 1, January 1939 








SPA Regents geen: 


EA EO RE Ne 


SEES ELA 








and all other necessary equipment in 
each cubicle. Equipment used for 
one infant is never used for another 
until it has been sterilized. 

We have mounted the scales on a 
small truck and provided separate 
weighing pans for each infant. This 
truck is wheeled into each of the 
cubicles in turn so that no infant 
need be taken from the cubicle for 
weighing. 

A master air conditioner brings 
filtered humidified and warmed air 
to each cubicle. An individual elec- 
tric heating unit is imbedded in the 
ventilating duct over each cubicle so 
that the temperature of each can be 
maintained by thermostatic control 
at any level required from room tem- 
perature up to 95°F. One cubicle can 
be raised to 105°F. Part of the air 
circulated to the babies is drawn 
from out-of-doors and part recircu- 
lated from the room. Humidification 
is accomplished by a water spray con- 
trolled by a humidistat in one of the 
cubicles. 

In order to reduce the likelihood 
of air-borne infection an ultraviolet 
light probably will be installed in the 
air duct after certain tests have been 
completed. 

The air coming into each cubicle 
will escape through a small opening 
in the cubicle door near the floor. 
Thus air will be constantly leaving 
the cubicle and very little air will 
enter. However, to prevent any air 
that might occasionally come from 
the corridor into the anteroom from 
carrying germs into the cubicles, an- 
other ultraviolet light is placed over 
the door separating the anteroom 
from the nursery. 

Two nurses are on duty at all 
times to care for the seven premature 
infants housed here. This means a 
shift of six nurses during the twenty- 
four hours. In addition, the chief of 
the division, one member of the at- 
tending staff, one resident and one 
intern are permitted to enter this 
nursery. Aside from these six nurses 
and four doctors, no one is permitted 
inside. A window in the door on the 
corridor gives parents an opportunity 
to see their children in the cubicles. 

The cubicles have been placed a 
sufficient distance from the wall so 
that plumbers and electricians can 
have access to the wiring and pipe to 
make repairs. 


While this department has been 
designed only for premature babies, 
we see no reason why the same sys- 


tem would not also be desirable for 
other infants, particularly those that 
have become infected. 





X-Ray Department Modernized 


ITH the installation of a 

powerful new _ diagnostic 
x-ray generating unit, the Leila Y. 
Post Montgomery Hospital, Battle 
Creek, Mich., completes a compre- 
hensive modernization program 1n- 
augurated four years ago to provide 
for its patients electromedical facili- 
ties of the most complete and up-to- 
date type. 

The final step in the program un- 
der immediate consideration was the 
installation of the newest kind of 
rotating anode x-ray tube. It was 
the first tube of its type to be pur- 
chased in Michigan. 

Beginning with the installation 
four years ago of high voltage deep 
therapy equipment with special desk 
control, the modernization program 
has gone steadily forward. This 
high-powered x-ray therapy installa- 
tion includes a modern shockproof 
tube stand to provide complete elec- 
trical safety both to patient and op- 
erator, built-in x-ray dosage measure- 
ment instruments and a specially de- 
signed and constructed motor driven 
table which makes treatment possible 
in almost any position. 

In addition, Leila Hospital has ar- 
ranged to keep a sufficient quantity 
of radium on hand to be used in con- 
junction with the deep therapy treat- 
ment when it is required. 

Arrangements also have been made 
to provide the simplest possible 
means of giving superficial x-ray 
therapy at lower voltages without 
disturbing any of the other equip- 
ment in the x-ray department. Plans 
are limited in scope only by the ca- 
pacity of the second therapy tube 
unit which relieves other equipment 
of additional load. 

A modern type of x-ray table has 
been installed in the diagnostic room 
to provide all necessary facilities for 
fluoroscopic and radiographic tech- 
nics. The diagnostic department, 
located directly across the hall from 
the therapy section, includes new 
x-ray darkroom equipment. This 


will make possible faster and more 
efhcient handling of x-ray films. 

From the main high-voltage x-ray 
transformer, connections are made to 
provide x-ray examination facilities 
in the cystoscopic room. A new frac- 
ture table, which allows the medical 
staff to employ the most advanced 
technics in fracture reduction, has 
been provided with a mobile shock- 
proof x-ray unit so that the progress 
of bone manipulation may be under 
constant observation. The same x-ray 
unit may be moved into rooms. 

Old type diathermy machines have 
been replaced by new machines that 
generate heat deep in the human 
body tissues by electromagnetic in- 
duction, a method found highly suc- 
cessful when more than superficial 
heat treatment is required. With 
these new devices, it is possible to 
give not only localized treatment of 
joints and other limited areas but 
also complete fever therapy. 

The rotating anode tube, which 
adds the final touch of modernity 
to the hospital’s diagnostic facilities, 
has several features that set it apart. 
It has two focal spots for use selec- 
tively, the smaller of which is the 
smallest focus incorporated in a com- 
mercially available hot-cathode x-ray 
tube. The larger spot, being only 2 
millimeters square, is only slightly 
greater in area than the smallest focal 
spot available in tubes of the conven- 
tional type. The size of the focal spot 
is of tremendous importance to us 
because the sharpness of detail on 
our x-ray films depends to a large 
extent upon focal spot size: the 
smaller the spot, the sharper the pic- 
ture it is possible to get. 

Because of the principle of anode 
rotation which spreads electron bom- 
bardment over a large area while the 
effective focus of the tube remains 
small, this tube permits the use of 
the very heavy currents for high 
speed exposures of heavy and other 
parts of the body difficult to be 
radiographed. 
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ONSIDERABLE difficulty has 
been encountered by hospitals 

as the result of unfortunate happen- 
ings following blood transfusions. 
Infections and other physical reac- 
tions have been known to occur as a 
consequence of faulty methods of 
registering and checking the donors. 
Results often are suffering for the 
patient and litigation for the hospital. 
In order to tackle the manifold 
aspects of this problem, the Kings 
County Medical Society appointed a 
subcommittee, which in turn took 
the matter up with a joint committee 
consisting of representatives of the 
Hospital Council of Brooklyn and 
the Kings County Medical Society. 
This joint committee delegated 
me, as chairman, to look into the 
problem and report my recommenda- 
tions. Effort was concentrated on 
working out a plan that would com- 
bat the existing evils. It was evident 
that a simple yet complete system of 
checking the requirements in con- 
nection with transfusions was needed. 
Study of the situation revealed that 
it would be necessary to install in 
every hospital a definite system of 
recording reactions, both before and 
after the transfusion. There also ap- 
peared to be need for keeping a reg- 
ister that would be open to inspec- 
tion from every possible angle and 
that would serve as the key to all the 
checkings of the individual forms. 














Forms for Blood 
Transtusions 


BORIS FINGERHOOD, F.A.C.H.A. 


This system, planned to eliminate 
the contusion prevailing in blood 
transfusions, was worked out and 
presented to the joint committee. An 
additional subcommittee of three 
hospital administrators then carefully 
went over all the details as prepared, 
whereupon it was closely scrutinized 
by the medical members of the joint 
committee. The plan as presented 
Was unanimously approved and 
transmitted to the Kings County 
Medical Society, which wholeheart- 
edly endorsed it. This system also 
has the unanimous approval of the 
Hospital Council of Brooklyn. 

The five forms which comprise the 
plan are as follows: (1) requisition 
for transfusion; (2) record of trans- 
fusion; (3) transfusion voucher to 
cashier; (4) transfusion voucher from 
cashier to operating room supervisor, 
and (5) transfusion register. 

The requisition for transfusion may 
emanate from the physician in charge 
if it is a private case or from the at- 
tending physician on service if it is a 
service case. It is to be routed by 
whatever office the superintendent of 
the hospital may designate. 

The requisition for transfusion and 
the record of transfusion, which for 
purposes of ready identification 
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The transfusion voucher provides 
additional information for the 
hospital’s protection. Before the 
transfusion it is sent from the 
admitting office to the cashier, 
who pays the donor. The form 
then is returned to the depart- 
ment that has been designated 
to keep the transfusion register. 


should be printed on special colored 
paper, are to be made part of the 
chart. The former should be filled 
out by the attending physician on 
service or by the physician in charge, 
as the case may be, and the latter by 
the intern in charge of the service 
under which the patient has been 
admitted into the hospital. 

It should be noted that the record 
of transfusion, which becomes part 
of the chart, calls for information 
that makes it necessary for those in 
charge of the transfusion to look out 
for a number of essential require- 
ments. It provides for ascertaining, 


A brief record of each transfusion is entered in the register, which usu- 
ally is kept by the operating room supervisor or laboratory technician. 


NAME OF AOSPIYAL 
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RECORD OF TRANSFUSION 


The record of transfusion (left) requires persons in 














Date Page Number 

Patient Admission No. Location 
Age _ Sex 

Diagnosis ee 








Indication. 


Patient's Type System Used 


Previous Transfusions: Dates 





























charge of the transfusion to obtain and classify all 
necessary information pertaining to the transfusion. 
For easy identification it is printed on the same 
color of paper as the transfusion requisition below. 


NAME OF HOSPITAL 




































































Typed By. _. When 
Professional Donor's Name Address Ho. REQUISITION FOR TRANSFUSION 
Name of Agency 
Family Donor's Name Relationship 
Donor's Type System Used — sacaitiaaaes 
Typed By When 
Crossamatching: By Whom When Rechecked By Pablent iia Hi 
Donor's Wassermann Test: Date Hemoglobin < iii: tbion — 
Donor's Physical Examination: Date By 
Don*r's Book Inspected:Before Transfusion By siecle ita 
Last Transfusion: Date Amount Given CC. re en sia or 
Present Transfusion: Date cee Used pnaae, 
Performed by:Dr. Supervised by:Dr. Diagnosis 
Injection Begun Completed Nurse Indication 
Direct Method: Was incision of the vein made? cc.Used_ Amount of Blood to be given: cc, 
Indirect Method:Blood Amount hei, Citrate 
Glucose Saline . 
a.m. a.m. 


Time Blood Drawn p.m. Time Blood Used p.m, 


Time Blood Kept 





Reaction to Transfusion 





Result of Transfusion 





If Reaction,Apparent Cause 





If Transfusion Not Given,Contra-indication or Reason 


Remarks 





(Signed) 


(Signed) 
(Yrivate Patient - Physician In charge) 








(Service Patient - Attending on service) 


The requisition for transfusion may be made out by 


the physician in charge and is routed through the office 





(Intern in Charge of Patient) 


among other things, whether the 
blood was typed, the system used in 
typing, by whom and when typed 
and, what was found to have been 
overlooked in a number of instances, 
information about crossmatching: 
whether it was done, by whom, 
when and by whom it was rechecked. 
It necessitates finding out when the 
donor’s Wassermann test was taken 
as well as the date of his last physical 
examination. It also calls for an in- 
spection of the donor’s book before 
transfusion and the recording of his 
last transfusion. 

In the event that a hospital uses 
blood banks, provision is made for a 
record showing the time the blood 
was drawn, the time the blood was 
used and the time the blood was kept. 
In short, the record of transfusion, 
when properly filled out, supplies 
information which, if left unques- 
tioned, might result in the use of 
infected donors for transfusions. 
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The transfusion voucher is to be 
sent by the admitting office, which 
collects the money for the donor, to 
the cashier, who pays the donor and 
obtains his signature on the trans- 
fusion voucher from cashier to oper- 
ating room (part 2, below perfora- 
tion). The cashier sends this form 
to the operating room supervisor for 
transposition to the transfusion regis- 
ter and it is then sent to the record 
room to be made part of the patient’s 
chart. 

A significant point about the requi- 
sition for transfusion is that it makes 
it imperative to state the indication 
for the transfusion, something that is 
frequently lacking in notes on charts 
with reference to such transfusions. 
On the other hand, the transfusion 
voucher providing for payment to 
the donor for the transfusion con- 
tains another significant point in that 
it specifies definitely the number of 
cc. used and the amount paid. This 


designated by the administrator. With the record of 
transfusion it is incorporated in the patient’s chart. 


makes it impossible for any discrep- 
ancy to occur between the amount 
charged to the patient and_ the 
amount actually paid to the donor, 
an evil which, as some members of 
the Kings County Medical Society 
have pointed out, is frequently in- 
dulged in. 

The operating room supervisor or 
someone in the laboratory (by desig- 
nation of the superintendent) is to 
keep the transfusion register, on 
which is specified the requisition 
number. Inasmuch as the requisition 
contains the details of a given trans- 
fusion, it is not necessary to repeat 
all the information on the transfu- 
sion register. The register is bound 
in book form and contains an alpha- 
betical index, into which is written 
the name of each patient to corre- 
spond with the index number, which 
is entered in the second column of 
the register. Chart, requisition and 
receipt numbers also are given. 
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in an efficient manner. 


of Jack-of-all-trades. 


Then came a separation of both 
physical facilities and staffs. Even 
today in small institutions that per- 
form creditable work one may find 
surgical and medical patients treated 
side by side, acute and chronic ill- 
nesses occupying the same ward. 


an internist. 
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HE organization of the hospital 
staff may appear simple and easy 

to the uninformed but actually it is 
a complicated matter. Here a large 
number of physicians with all types 
of personality, skill and training must 
be molded into a frictionless whole 
that will work toward a common end. 
As specialty succeeds specialty, the 
efficient fabrication of the units com- 
prising the hospital staff becomes in- 
creasingly difficult. Indeed, because 
of their very size some staffs are so 
cumbersome that they fail to work 


It was not so formerly. 
decades ago a hospital visiting group, 
if departmentalized at all, usually 
consisted of the medical and surgical 
divisions. The wards contained side 
by side all types of patients, medical, 
surgical and the specialties. 
organization was exceedingly simple, 
internists taking care of all nonsurgi- 
cal cases and surgeons treating those 
requiring general as well as specialty 
attention. The doctor was then a sort 


Indefinite Qualifications 


But the qualifications for physi- 
cians assigned to these two main divi- 
sions were formerly, and are in some 
instances at present, poorly worked 
out. The internist was likely to be a 
physician who practiced family medi- 
cine and on request officiated at a 
delivery or performed a_tonsillec- 
tomy. He might be an internist on 
one hospital staff and a surgeon on 
another in the same community or 
even combine the two specialties on 
both. Again he represented some- 
what of a hybrid, being an internist 
on ward service but when he entered 
the exclusive precincts of the private 
department being either a surgeon or 


ractical Organization of Staff 


JOSEPH C. DOANE, M.D. 


Before the advent of the American 
College of Physicians and the Board 
of Internal Medicine internists often 
were like Topsy, “they just growed.” 
To become specialists and to become 
chief on a hospital ward some physi- 
cians had only to forego the practice 
of obstetrics and minor surgery. Too 
often young physicians were required 
only to demonstrate the possession of 
a good clientele, to possess a board 
friendship or to have married into a 
wealthy and influential family to 
reach this eminence. 

Surgeons, however, were more 
likely to have passed through several 
stages in their development before 
reaching a full chiefship. They were 
required to pass through the larva 
and pupa stages before emerging into 
the butterfly state of full specializa- 
tion in surgery. Even then there 
always existed a great temptation to 
revert to the ways of an earlier and 
lower form of life and to treat pneu- 
monias and upper respiratory infec- 
tions on request or to officiate at a 
delivery a few times a year. 

In all physicians there seems to 
exist a great reluctance to forego any 
type of work, even though it conflicts 
somewhat with the specialty that they 
propose to practice. The urban phy- 
sician who endeavors to be both an 
internist and a surgeon is short 
sighted to a degree. It is a well- 
known tendency on the part of 
young practitioners of medicine to 
hesitate to call in a surgeon who also 
practices internal medicine, because 
of a well-founded fear of losing their 
patients when the surgical emergency 
is over. It is impossible from the 
standpoint of the individual, there- 
fore, as well as inadvisable from the 
standpoint of the hospital, for staff 
physicians to be “all things to all 
men.” 

The younger surgeon of today by 
dint of careful preparation, postgrad- 
uate work and thorough practical 
training is more inclined than his 
older colleagues to announce his 


status boldly. He is likely to refuse 
cases that fall outside his specialty 
and to rise or fall with his determi- 
nation to make a living for himself 
and his family in the practice of his 
chosen branch of medicine. Such 
surgeons often rise to greater heights 
than they who remain hybrids dur- 
ing their formative years. Such phy- 
sicians represent the material in 
which the American College of Sur- 
geons and the American Board of 
Surgery find their best prospects. 


To Clarify Hospital Practice 


The time is fast approaching when 
the present confusing picture will 
become clarified by the development 
of institutional practice. Hospital 
boards are more and more becoming 
convinced that no one human being 
can become a master of all of the 
various special branches of medicine 
to the same degree as can one who 
devotes his whole time to one spe- 
cialty. If there is one significant 
development in staff requirements as 
interpreted by hospitals in the past 
decade, it is the insistence upon 
proved ability in a specialty before 
chiefships are granted. 

In addition to divisions of medicine 
and surgery, other cleavages have 
shown themselves. Specialties have 
crept into the medical department: 
cardiology, gastro-enterology, metab- 
olism, diseases of the chest and, be- 
fore these, pediatrics. Neurologic 
patients seldom are found occupying 
beds controlled by the medical de- 
partment. In surgery, the trend 
toward specialization early became 
apparent; gynecology, orthopedics, 
proctology, otolaryngology and, later, 
chest and brain surgery have taken 
their place as divisions. 

But such ultradepartmentalization 
was not brought about painlessly. 
Indeed, in some instances in hospitals 
of smaller size it is doubtful whether 
the creation of special departments 
always tends toward efficiency. In 
some instances in which beds are not 
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available or are not required by the 
number of patients to be treated, 
specialty departments exist on a con- 
sultation basis only. In larger insti- 
tutions wards are assigned in which 
such specialty patients are received. 

In the course of such cleavage it 
was natural, since human beings 
were the units affected, that jealousies 
should arise. The internists were not 
happy when metabolism, cardiology 
and gastro-enterology with their cor- 
responding staffs became recognized 
as a part of this department. The 
internist felt that because he was 
treating diabetes daily in his private 
practice he was perfectly capable of 
handling ward patients suffering 
with this disease. The same argu- 
ment was put forth for each of the 
specialties involved. 


Preliminary Steps 


Before permitting a new specialty 
division to be created in its staff 
organization it would be well for 
hospital boards to make certain that 
there is a need for such a develop- 
ment and that the physician or phy- 
sicians assigned thereto actually are 
specialists in the particular type of 
work. The argument against over- 
specialization hardly exists when 
surgeons and internists are being 
compared. Here are two types of 
activity that require not only an en- 
tirely different plan of training but 
also a distinctly varied personality. 

The question may well be asked, 
however, whether cleavages in the 
surgical department may not be car- 
ried too far, whether the develop- 
ment of specialization in the small 
hospital may not be reduced to an 
absurdity. The general surgeon finds 
himself faced with an ever increasing 
reduction in the type of work that 
he formerly performed. In many in- 
stances he no longer is permitted to 
treat neurosurgical, gynecologic, or- 
thopedic or proctologic cases on the 
wards. Perhaps in hospitals of 300 
beds and more all of these specialties 
may find sufficient material from 
which experience and investigation 
may be obtained. On the other hand, 
there are some splendid institutions 
in the field in which general surgeons 
perform capably most of the special- 
ties previously enumerated. 

The crux of the whole matter lies 
in the type of individual found on 
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the general surgical staff and in the 
thoroughness of the training of these 
physicians. It certainly would be 
more advantageous to the hospital to 
possess a strong, surgical service than 
a conglomeration of several weaker 
divisions with poorly trained staff 
men. 

Whatever the staff setup from the 
intricate specialty organization to the 
simplest departmental arrangement, 
there should exist a well conceived 
plan of interrelationships for all of 
the component divisions. Each of 
these divisions should possess its chief 
or president of staff who presides at 
monthly conferences and who enjoys 
the confidence and respect of his 
colleagues. Any department is as 
strong as its component divisional 
organizations. Such an arrangement 
makes possible meetings for the dis- 
cussion of common staff policies, for 
the transmission, receipt and consid- 
eration of interdepartmental com- 
munications and for carrying out 
common policies regarding such mat- 
ters as consultation, ways and means 
for obtaining a high percentage of 
postmortem examinations and provi- 
sion for conducting investigative, 
scientific and literary work. 

If specialty divisions consist of only 
a few staff men, monthly conferences 
should probably be held on a depart- 
mental basis. Yet it must be conceded 
that an inspirational and productive 
staff conference may be held by two 
well-qualified physicians and a point- 
less and unproductive conference 
may be held by a large group. 

With such a complicated setup, 
therefore, one generally finds four 
departments, each possessing few or 
many divisions. The medical, surgi- 
cal, laboratory and obstetric depart- 
ments are the framework into which 
as many specialty divisions as are 
necessary are integrated. The prob- 
lem that presents itself to the hospital 
board and its executive is the devel- 
opment of strong teamwork in each 
staff and among all subdivisions. 

In many smaller hospitals mixed 
staffs exist in which but little attempt 
at specialization has been made. In 
a small community it is difficult for 
a physician to succeed in the practice 
of surgery alone. But there should 
be a continued attempt on the part 
of the small community hospital to 
develop specialists among the staff 


by encouraging postgraduate work, 
by urging refresher courses and by 
elevating young men who have dem- 
onstrated a particular ability. 

Whether the hospital is large or 
small, whether or not it is depart- 
mentalized, it possesses the functions 
common to all institutions: the care 
of medical, surgical, obstetric, nose 
and throat, gynecologic and ortho- 
pedic cases, not all of these specialties 
being represented by any one man or 
staff. 

The staff conference is the liaison 
activity from which plans for creat- 
ing proper interstaff relationships 
may develop. The monthly staff 
meeting is the place for the discussion 
of the best methods of performing 
the work of the specialty that it rep- 
resents. From the standpoint of the 
individual patient, however, these 
meetings represent only an indirect 
possibility of good, although any 
activity that improves the efficiency 
of hospital operation benefits the 
cause of the patient. 


Efficient Consultation 


The most important point is to 
determine directly and quickly how 
the skill, training and experience of 
the representatives of the various spe- 
cialties can be focused upon an indi- 
vidual patient’s bed. Herein lies the 
need for the development of an effec- 
tive consultation system. The efh- 
ciency of any consultation procedure 
is largely affected by the geography 
of the hospital under consideration. 
When medical and surgical wards 
lie at a great distance from each 
other, a liaison between these staffs 
is made relatively more difficult. 

Most consultations represent paper 
contacts, devoid of the fire of per- 
sonal conversation or of professional 
combat. Often the emergent need of 
the patient is passed before red tape 
can be unraveled and a consensus of 
medical, surgical or other specialty 
judgment is obtained. Such lame ex- 
cuses as that the chief had not come 
to the hospital, or had left before 
the consultation request was made, 
or that the intern forgot to execute 
the proper form are of little interest 
to the patient and of little help to his 
cause. Even if a written consultation 
is promptly filed there is often a lack 
of follow-up on the part of the con- 
sultant and little attention is paid to 
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the fact that acute disease is rarely 
static but is always progressing or 
receding. 

No consultation system, therefore, 
can be deemed efficient unless it 
promptly brings the desired informa- 
tion and unless it provides for the 
personal contact of the physician in 
charge and his consultant. A con- 
sultation should not consist of rou- 
tine correspondence. A letter may be 
written acknowledging the presence 
of a mitral stenosis well compensated 
but never concerning a case of acute 
pulmonary edema or of lobar pneu- 
monia with cardiac collapse. 

Now as to the method by which a 
practical application of these prin- 
ciples can be brought about. Every 
case admitted to the surgical depart- 
ment may be assigned in rotation to 
the medical chiefs on duty and a 
medical opinion should be obtained 
upon the admission of the patient. 
It is possible to make this procedure 
apply also to the medical wards so 
that a dual responsibility exists for 
the care of each one of these patients. 

It is perfectly proper for the hospi- 
tal to insist that no patient be per- 
mitted to go to the operating room 
for an elective major procedure with- 
out a medical opinion being present 
on the chart. Before operation an 
electrocardiograph might be consid- 
ered as a requirement for every case 
of this kind. In the surgical ward no 
medical complication should be over- 
looked by a visiting internist. If the 
admission office were to supply a 
card notifying at least two physicians 
of the entrance of each medical, sur- 
gical or pediatric patient, it would 
be unnecessary to continue consulta- 
tions by correspondence. Team work 
of this sort frequently would bring 
about the presence of the medical 
consultant in the operating room. It 
also would result in the attendance 
of more surgeons and internists at 
necropsies, a speeding up of surgery 
or medical treatment in the majority 
of cases and, no doubt, a laudable 
slowing down of major surgery on 
patients with definite cardiac or other 
serious handicaps. 

From the standpoint of consulta- 
tion a staff is as good as its pliability 
and as inefficient as its lack of ability 
to engage in interdepartmental com- 
munication and service. No hospital 
can succeed in rendering a modern 
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service that allows a harmful auton- 
omy to exist among its staffs. It must 
develop staff consultation-minded- 
ness, proving thereby that it is no 
confession of weakness for even the 


most skilled of surgeons to ask for a 
medical opinion or for the most 
austere internist to request the pres- 
ence of the surgeon at the bedside of 
a critical case of typhoid. 





Time to Call a Halt 


SSUMING that public health ad- 
ministration is now definitely 
committed to a program of personal 
medical care, what is the proper in- 
strument for the accomplishment of 
the end in view? Is it a health center 
with detached and fragmentary dis- 
pensary services (“orphan clinics” 
without hospital parentage) or is it a 
perfected hospital, which alone can 
provide indispensable clinical corre- 
lations? In the absence of a sound 
conception of the essentials of an 
effective organization for medical 
care, mistakes are bound to be made. 
As an instrument for complete and 
effective medical service, the prevail- 
ing type of general hospital is ad- 
mittedly imperfect. A hospital may 
lack essential or fully organized 
clinical services or an adequate num- 
ber of trained medical social workers 
or vigorously conducted follow-up 
clinics or up-to-date laboratory or 
therapeutic organization or equip- 
ment. An expert rating committee 
might give to a general hospital of 
the better class a rating of say from 
60 to 80 per cent, depending on the 
liberality of the committee’s ideals. 
Tested by the same standard, a health 
center would rate at, shall we say, 5 
per cent? 

Since existing hospitals lack attain- 
able excellence, let them be improved. 
A better geographic distribution of 
hospitals is needed in large cities and 
in some rural areas; the objective of 
balanced distribution should be con- 
stantly pursued. 

In brief, what is needed to accom- 
plish the declared major aim or, at 
least, one of the preponderant aims 
of current public health administra- 
tion is an adequate system of district 
hospitals. Health centers will not do, 
for by no stretch of the imagination 
can the so-called health center furnish 
complete medical care. 


S. S. GOLDWATER, M.D. 


Do I overestimate the danger of 
the health center program? 

There appears to be a definite tend- 
ency on the part of public health 
administration to proceed as follows: 

1. Assert the truism that the health 
of the people is a government duty. 

2. Point out that the maintenance 
of health involves personal medical 
services. » 

3. Show that medical service is 
often inadequate, stressing particu- 
larly the alarming inadequacy of 
diagnostic and therapeutic resources 
in certain diseases. 

4. Establish under public health 
control new agencies to supply the 
gaps. 

5. As each disease is attacked, 
create an administrative bureau to 
direct a program of more adequate 
care for the particular disease, thus 
plunging straight into the sea of 
medical administrative specialism. 

The dangers of clinical specialism 
are well known; those of administra- 
tive clinical specialism are not yet 
clearly apprehended. Only in a com- 
prehensive medically controlled or- 
ganization of the hospital type can 
the dangers which are inherent in 
clinical specialism be checked. Hos- 
pital administration has long been 
aware of this and has been striving 
for the development of general hos- 
pitals in the full sense of the term, in 
order to fulfill the needs of coordi- 
nated or group clinical practice. Yet 
public health administration moves 
calmly on toward the creation, of a 
separate administrative bureau for 
each disease. 

The time to call a halt is now, 
when the process is only beginning. 
I urge the more complete develop- 
ment of correlated hospital services 
as a needed corrective and as the 
proper aim of public health adminis- 
tration today. 
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Hospital Has Own S 


MOIR P. TANNER 


BOY scout troop that does its 

scouting in a hospital—that is 

boy scout troop No. 144 of Buffalo, 

N. Y. Its locale is the Children’s 
Hospital of Buffalo. 

The troop was originated a year 
ago. It has aroused the interest of 
the boys who are patients, the hos- 
pital personnel and the community. 
Members of the scout headquarters 
staff aided in the organization, as- 
sisted in the opening meeting and 
since then have given their full co- 
operation to all activities. Thus they 
have overlooked technicalitie$ _re- 
garding age, chiefly because they can 
visualize the value of scout training 
to these youngsters. The advantage 
is not one-sided, however. Discipline 
of these youngsters has ceased to be 
a problem. 

As they become familiar with the 
boy scout creed we find the boys in 
our troop doing their best to be of 
as little trouble as possible. Their 
school work has improved immeas- 
urably. 

The other day one of the staff 
doctors said to a lad: “Well, Dickie, 
you can go home Tuesday.” Instead 
of the expected glee, the doctor saw 
two large tears roll down the boy’s 
cheeks as he stammered, “Gee, doc, 
can’t you make it Friday, ‘cause scout 
meeting is on Thursday?” 

To many it might appear that a 
scout would need much wit and in- 
genuity to find a good turn to do 
every day in a hospital. But such 
is not the case. It is amazing how 
many good turns scout-trained eyes 
can see to do. 

“If you're busy I'll feed Joe,” offers 
a scout as he sees a nurse about to 
serve a patient who cannot manage 
alone. Perhaps a comrade is tired 
and uncomfortable and bored. “I'll 
read to Pete awhile,” offers a scout, 
alert to do his good turn. 

Meetings are held on Thursday 
nights. Some of the boys wear their 
scout uniforms and all of them wear 
scout neckerchiefs. As the meeting 
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cout Troop 


Illnesses are forgotten as these boy scouts listen with rapt attention 
while exciting adventures are related by aviators, engineers and others. 


opens the colors are raised, the court 
of honor gives examinations and 
awards merit badges. 

A scout who is not able to leave 
his bed may nevertheless advance 
right through scouting. He may 
even become an eagle scout and that 
isn’t such an easy job. In recogni- 
tion of its difficulty, the title 
“achievement scouts” has been given 
to those lads who acquire the handi- 
crafts, tie the knots, learn the wood- 
lore, natural history, science and first 
aid—all the skills that win merit 
badges for hospital scouts. 

Some special kind of entertain- 
ment always is a part of the meeting. 
Sometimes other scout troops pay a 
visit and present short programs. 
Older scouts act as assistant scout- 
masters and the proudest leader in 
our section is the young attorney 
who is our scoutmaster. He loves 
every lad and they all take their 
troubles to him. 

Scouting has brought many a 
glimpse of the outside world to our 
troop. Firemen, policemen, aviators, 
a railway engineer and other men 
having exciting jobs have talked to 
them. Men prominent in the sports 





world are scheduled for the future. 

The scout committee is made up 
of the president of the hospital staff, 
two other staff men long interested 
in scout work and the hospital super- 
intendent. It is a great sight to see 
one of Buffalo’s most prominent sur- 
geons work for half an hour with a 
little colored lad, flat on his back in 
bed, who cannot get the half-hitch 
just right. 

Boys come and go but the troop 
continues to grow. Many former 
members of the troop have been 
transferred to other troops after they 
left the hospital; many boys who al- 
ready were scouts when they came to 
the hospital continue with their tests. 
Some boys have been transferred to 
other hospitals and to convalescent 
homes and have written to ask that 
a scout troop be formed in their new 
quarters. 

Our scout troop has opened up a 
new life for these boys. In the fu- 
ture it seems likely that more troops 
will be located in places in which 
boys are cared for. For boys who 
cannot go out into the world of 
scouting, this greatest of all boys’ 
organizations can come to them! 


The MODERN HOSPITAL 
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New Areas of Voluntary Service 


ABRAHAM OSEROFF 


HE American people today are 
hospital minded as never before. 
There is evidence of tremendous 
good will toward our hospitals and 
this mirrors the service communities 
have learned to expect of their insti- 
tutions. This good will shows much 
appreciation for high standards of 
service maintained in the past. Even 
more, however, it shows faith in the 
ability of our hospitals to keep pace 
with the requirements for the future. 
Yet in the 1937 annual census of 
hospitals by the A.M.A.’s council 
on medical education and hospitals, 
of a total of 6128 registered hospitals, 
only 954 were approved for the 
training of interns and residents. If 
it is conceded that the equipment, 
service and pedagogic approach re- 
quired by the association for intern 
approval are essential in setting the 
standards of an effective and virile 
hospital picture, how can we justify 
the fact that only 15 per cent of the 
hospitals are so rated? 

In its 1938 list of approved hospi- 
tals the American College of Sur- 
geons included 2664. If it is con- 
ceded that the A.C.S. approval 
standard is no more than a mini- 
mum requirement for an effective 
well-rounded hospital service, how 
can we justify the fact that little 
more than one-third of all hospitals 
in this country reach even this 
stature? 


Plight of Small Hospitals 


It is true that smaller institutions 
in outlying sections, because of the 
comparative inability of the popula- 
tion to finance adequate hospital con- 
struction and equipment and because 
professional talent can be less readily 
obtained, find it difficult, even well- 
nigh impossible, to reach the stand- 
ards of the recognized hospitals of 
this country. However, it still re- 
mains a fact that, for one reason or 
another, the majority of our hospi- 
tals today have been unable to reach 
the standards and ideals generally 
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promulgated by the medical profes- 
sion and hospitals. 

There is much thought and con- 
siderable fear of further govern- 
mental penetration in the provision 
of hospital service and its effect on 
our voluntary system of hospitals. 
Certainly in localities now not fully 
serviced it is apparent that govern- 
mental interest will be greater than 
it has been heretofore. Larger pay- 
ments to voluntary hospitals through 
local and state and federal units for 
the hospital care of indigents will 
necessarily mean a closer type of 
relationship with governmental 
bodies and perhaps somewhat closer 
supervision than heretofore. 

Is it not possible however, that 
fears of impending disaster are con- 
siderably exaggerated? It is impor- 
tant that we brush aside some of our 
preconceived notions based on the 
past and assure the adaptation of 
voluntary hospitals to needs as they 
exist now. 

From time immemorial, the phil- 
anthropic urge has been a dynamic 
mainspring in the provision of care 
for the sick and needy. Experimental 
science joined hands with philan- 
thropy to build the voluntary hos- 
pital. The record of this institution 
has been enviable. In spite of 
changes in economic and social 
points of view, it is folly to believe 
that either the urge or the resources 
for philanthropy will completely dry 
up. It is equal folly for the volun- 
tary hospital to feel that all free 
service should be paid for out of pub- 
lic funds while these institutions still 
retain complete voluntary control. 

While more of the hospital’s free 
service load may, as the days go on, 
be financed out of tax funds, there 
will probably always continue to be 
a residual percentage of borderline 
cases feeding the free service section 
of our voluntary hospitals. Even 
though this is true, however, prob- 
ably there will come a decided shift 
in emphasis from philanthropy as an 


important basis of hospital mainte- 
nance financing toward voluntary 
hospital care insurance. Today un- 
due emphasis is placed on philan- 
thropy as a governing force in the 
provision of hospital care and serv- 
ice. The rapid progress and general 
acceptance of hospital care insurance 
plans may change this emphasis. 


Low Premium Plans 


The number of subscribers cov- 
ered by these plans doubled during 
the past year. In the near future the 
coverage will probably embrace no 
less than ten million patient con- 
sumers of hospital service on the 
basis of the present typical semi- 
private room type of contraet which 
appeals primarily to the “white 
collar” class. Among those who 
today cannot pay, a considerable 
number can be lifted to the level of 
ability to pay through the operation 
of low premium plans. When we 
have taken this next step by providing 
for the low paid factory and mill 
worker on a ward basis at a propor- 
tionately lower cost, it is conservative 
to estimate a coverage of 15,000,000 
additional subscribers in due time. 
The net income to hospital care in- 
surance plans from this group of 
25,000,000 persons should be not less 
than $100,000,000 annually. 

The Interdepartmental Committee 
to Coordinate Health and Welfare 
Activities of the federal government 
estimated that while in the year 1929 
patients themselves paid $2,890,000,- 
000 in the purchase of health services, 
philanthropy during that year con- 
tributed the sum of $180,000,000. But 
in 1936, while patients contributed di- 
rectly for similar needs the sum of 
$2,560,000,000, the contribution of 
philanthropy had dwindled to the 
sum of $60,000,000. As against this 
contribution by philanthropy, it does 
not require a vivid imagination to 
visualize the impact of a $100,000,000 
income from hospital care insurance. 

Another recent factor should be 
stressed. The American Hospital 
Association at its 1938 session passed 
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a resolution “concerning the prin- 
ciples of relationship between ap- 
proved hospital service associations 
and the medical profession in_pro- 
posals to provide medical service on 
an insurance basis to hospital pa- 
tients of limited income.” — This 
offered cooperation between  ap- 
proved hospital care insurance plans 
and local medical societies wishing 
to provide medical service on an in- 
surance basis. 

The Journal of the American Med- 
ical Association, in its issue of Oct. 
15, 1938, said: “It is encouraging to 
have such a statement from the lead- 
ers in the field of the hospital, since 
the hospital is today a center of med- 
ical service. The action taken by 
both the American Medical Associa- 
tion and the American Hospital 
Association now permits the estab- 
lishment of cooperative plans for 
group payment for medical service 
without invalidating any of those 
ideals or principles associated with 
medical care which are vital to the 
provision of good medical service.” 


Adapted to Fit Needs 


Thus the key forces in the pro- 
vision of medical and hospital care 
have indicated a willingness to pool 
their resources of experience and 
skill to enable our present voluntary 
structure to meet effectively the needs 
of our people. 

So much for the general trend 
from philanthropy to self-respecting 
insurance payments. 

But there are other and more con- 
crete influences on hospitals that are 
clearly apparent. Perhaps one of the 
greatest results will be the building 
of hospital facilities in direct ratio 
against known community needs 
rather than under the stimulus of 
individual, sometimes paternalistic, 
interest. This is not to decry the 
tremendous contribution made by 
those who have promoted, built and 
endowed institutions for  philan- 
thropic motives. Achievement in the 
hospital field would have been neg- 
ligible without this important inter- 
est. But in its wake have come dupli- 
cation and overlapping that under 
present economic pressure must be re- 
moved if we are to supply needed hos- 
pital and medical care upon a basis 
which communities can afford. Cen- 
tral fund pressure should develop in- 
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terest toward coordination of hospital 
activities, both voluntary and gov- 
ernmental, to avoid duplication of 
plant and management costs. 

Unified action should also lead to 
a type of cost accounting more prac- 
tically adapted to present day hos- 
pital requirements. Costs of various 
services provided in the hospital 
should be determined with reason- 
able accuracy. Rarely is this true 
today. The label, “pay facilities,” 
should carry with it a definition in 
accord with the meaning of the term 
so that contributors who are asked 
to serve the poor are not in reality 
submitting to a subsidization of pay- 
ment for facilities used by those 
able to pay. Conversely, accurate 
cost accounting can eliminate the ill 
will created through higher charges 
than are warranted for some pay 
services, thus indirectly forcing from 
individuals, without their knowledge 
or against their will, contributions to 
meet losses on other services. 

Because the hospital is surrounded 
with a halo of personal service and 
sacrifice in ministering to the sick, 
hospital employes continue to be 
segregated into a separate class. 

There seems to be no valid reason 
for expecting that hospital employes 
should be satisfied to work at less 
than a living wage. It isn’t healthy 
for the hospital to underpay those 
who serve it. Our present method 
puts a premium on employment of 
physical or mental incompetents who 
are not equipped to compete with 
those who can qualify for a higher 
standard of wages outside of the 
hospital. Stabilization of financing 
through funds made available under 
hospital care insurance plans should 
have a salutary influence. 

If the foregoing is at all accurate, 
it is not difficult to visualize the 
fundamental change that can come 
about in our public relations. Today 
much of the ill will incurred by 
hospitals and by the medical profes- 
sion has its basis not in the quality of 
service delivered but rather in 
charges made for that service. We 
can largely remove this irritation. 
We can look forward to a much hap- 
pier relationship between those using 
hospital and medical service and 
those rendering such service. 

We have then a vision of: (1) ulti- 
mate prepayment for hospital care on 


behalf of a very considerable portion 
of our population; (2) more definite 
classification of those clearly below 
the line of ability to pay even on the 
insurance principle; (3) opportunity 
for much clearer emphasis on those 
things of real importance scientifical- 
ly and in management, and (4) con- 
tinuance of strong voluntary hospital 
service throughout this country in- 
tegrated closely with ultimate gov- 
ernmental provision for those whom 
the voluntary system cannot reach. 


Improving Quality of Care 


With a considerable portion of the 
burden of money raising for the care 
of the indigent removed, the hospital 
may become a place directed more 
exclusively to the function of pro- 
ducing and delivering hospital and 
medical care. Will not any program 
that strengthens and _ stabilizes the 
financial base of the voluntary hos- 
pital necessarily open the channel 
for the raising of standards and im- 
provement of the quality of care 
rendered? Will it not afford an 
opportunity for increasing emphasis 
on the training and support of pro- 
fessional skill which are the cardinal 
considerations in qualitative medical 
and hospital progress? 

The economic crisis has taken its 
toll in our hospitals. Private phil- 
anthropy has been on a. starvation 
diet since the days of peak prosperity. 
We have found in this period greater 
difficulties. On the other hand, we 
have developed greater skill and 
acumen in the use of our resources 
through the very economic pressure 
under which we labor. 

Stabilization of hospital income 
should give us a readier access to 
private funds contributed by philan- 
thropists for needed building facil- 
ities, for constant provision of mod- 
ern and improved equipment, for 
encouragement of research, for 
greater liberality in expenditures on 
costly but important experimental 
work and for stipends for especially 
talented personnel. The horizon is 
widened for the hospital as a teach- 
ing entity both for professional 
groups and for the lay public. The 
voluntary hospital should be strength- 
ened as a central dynamic force in 
refinements of technic and in med- 
ical progress with emphasis on re- 
search as well as on therapy. 
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Automatic Safeguard 


for Sterilizers 


CARL W. WALTER, M.D. 


OSPITAL administrators are 
directly responsible for the 
sterilization of surgical supplies. 
They select the sterilizing equip- 
ment, supervise proper installation, 
select the attendants, dictate the 
sterilizing schedule, maintain the 
equipment in safe operating condi- 
tion and are responsible to the trus- 
tees for its successful performance. 
Few administrators possess the 
technical background to evaluate the 
efciency of sterilizing procedures; 
the majority rely upon the pathology 
department or the operating room 
supervisor to check on the safety of 
the surgical supplies without the 
realization that there has been no 
reliable routine method of detecting 
faulty sterilization. 

The ultimate safety of any steriliz- 
ing technic has been dependent upon 
the mechanical dexterity and_ the 
integrity of those who operate the 
sterilizers or open the sterile bundles. 
In most hospitals, therefore, sterile 
supplies are no more reliable than 
the ever changing group of inexperi- 
enced interns and nurses who use 
the supplies or who are entrusted 


with the operation of the sterilizers. ° 


Wise administrators agree that safe- 
guards must be utilized to ensure 
the absolute sterility of surgical sup- 
plies. 

Numerous devices have been de- 
veloped to check the sterilization of 
supplies. Many sterility detectors 
have intrinsic faults and all of them 
disregard the human factor, which 
arises in their proper use and inter- 
pretation. None of the controls force 
the operator to correlate his inter- 
pretation of the detector with the 
actual operation of the sterilizer or 
the safe disposition of an unsterile 
load, nor do they prevent unsterile 
supplies being removed from the 
poorly functioning or improperly 
operated sterilizer. To ensure abso- 
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Cutaway drawing shows the roll- 
ing key clutch mechanism that 
wedges the handwheel so that the 
sterilizer door cannot be opened 
until the keys are released by a 
magnetic trip at the end of the 
cycle. 


satisfactory sterilizing 





Conroe Pare 


lute sterility, a reliable control must 
not only reveal failure of the ster- 
ilizer itself but must also prevent the 
human element from disregarding 
the warnings indicative of a danger- 
ous fault in the process of steriliza- 
tion. 

A control has been designed and 
used in the Peter Bent Brigham Hos- 
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A control on this dressing ster- 
ilizer impounds the unsterile load 
until it has been exposed to satu- 
rated steam for a consecutive in- 
terval. The control box with its 
signals, the thermoswitch housing 
in the exhaust line and the lock- 
ing mechanism all are visible. 


pital, Boston, for the past three years 
which automatically impounds the 
load until it has been properly ster- 
ilized, thus eliminating all opportu- 
nity for human error and ensuring 
the absolute sterility of supplies. This 
control is fully automatic, indicates 
the various stages of the sterilizing 
cycle and enforces a sequence of 
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Chart indicating the temperature 
relationships that must be met 
during a specified sterilizing cycle 
before the load will be released. 


operation by impounding the load 
until the specified sterilizing cycle 
has been completed. The simplicity 
of design, rugged construction and 
housing of the control make it both 
foolproof and tamperproof. 

The device is fail-safe because it 
acts to release the mechanical lock, 
which impounds the load, only after 
the satisfactory completion of a pre- 
determined cycle. Thus failure of the 
control, whether mechanical or elec- 
trical, cannot result in the release 
of unsterile supplies. Any deviation 
from the established minimum of ex- 
posure to steam at sterilizing tem- 
perature is indicated immediately by 
appropriate signals. The control thus 
furnishes a guide for the proper 
operation of the sterilizer. 

The autoclave door is locked by a 
rolling key cluth mechanism 
mounted within the handwheel as- 
sembly. This clutch wedges the 
handwheel so that the locking bars 
cannot be retracted and simultane- 
ously provides the takeup often neces- 
sary for sealing the door against 
leakage of steam as the chamber 
pressure builds up. After the satis- 
factory completion of the sterilizing 
cycle the rolling keys are released 
from their wedging position by 
magnetic trip. 

The sterilizing cycle is checked 
by a recycling, synchronous electric 
timer, which is controlled by sensi- 
tive thermoswitches located in the 
exhaust line of the sterilizer. 

The sterilizer is operated according 
to the manufacturer’s usual instruc- 
tions. When the locking bars are 
forced into position to secure the 
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sterilizer door, a switch is actuated, 


which energizes the control. A red 
signal indicates that the sterilizer is 
locked but that the temperature is 
below that necessary for sterilization. 
After steam has been admitted to the 
chamber and the temperature of the 
steam reaches the sterilizing level, 
a thermoswitch, set for 250° F. starts 
the timer. A combination of red and 
green signals now indicates that 
sterilizing conditions prevail. While 
the temperature of the steam remains 
above 250° F., the timer meters a 
consecutive interval until thirty min- 
utes have elapsed, when it trips a 
switch which changes the signal to 
green alone, indicating that the load 
is sterile and that the steam may be 
shut off and the vent valve of the 
sterilizer opened. 

After the pressure in the chamber 
has been relieved and the tempera- 
ture falls to 210°F., a second thermo- 
switch closes, releasing the clutch. A 
white signal indicates that the load 
is sterile and that the handwheel may 
be turned to retract the locking bars. 

If, for any reason, the temperature 


of the steam falls below 250°F., the 


timer automatically recycles and the 
entire thirty minute period must be 
repeated. Thus continuous exposure 
to saturated steam destructive to bac- 
terial life is assured. 

The use of this control provides a 
reliable check on sterilization in hos- 
pitals having dressing sterilizers of 
adequate size, because overlo: iding of 
such sterilizers is unlikely. 

In hospitals in which the sterilizers 
are too small, overloading is almost 
the rule and further precautions 
must be taken to measure the pene- 
tration of steam into the bundles or 
drums. This can be done by wrap- 
ping a steamproof thermoswitch, set 
for 250°F., in the center of the larg- 
est bundle or most tightly packed 
drum. The timer then meters the 
duration of satisfactory sterilizing 
conditions in the center of the dens- 
est portion of the sterilizer’s tightly 
packed load. 

This automatic control provides a 
reliable means of eliminating faulty 
sterilization owing to failure of the 
sterilizing equipment and ignorance 
or negligence on the part of the 
attendant. 





Let’s Be Salesmen 


OST of us do our day’s work 

without thinking very much 
about the hospital’s business. Yet 
business can be good or bad for the 
hospital, just as it can be for a fac- 
tory, or a bank or a store. Even 
when we know this to be true, few 
of us realize that we can do anything 
about it. 

Yet every one of us can be a sales- 
man. Every one of us has some in- 
fluence with the public. It may be 
across a desk or counter; it may be a 
direct service. It may be answering 
an inquiry or it may be the “smooth 
service” that results when those out 
of sight are doing their jobs well. 

The sum of these contacts with us 
is the impression of the hospital that 
the patient or the visitor takes away 
with him. Every word that we speak 
and every move we make help to 
create the outsider’s impression of the 
hospital. 


ADA BELLE McCLEERY 


If we are careless in our work, in- 
different or discourteous in our 
speech or actions, we are making an 


unpleasant impression and the out- 


sider is likely to seek a friendlier hos- 
pital the next time he needs our 
service. Business will be bad and we 
will have made it bad. 

When we are cordial and helpful 
and competent, we are being good 
salesmen, because we are making a 
pleasant impression on patients and 
visitors. They associate this pleasant 
impression with the hospital. Natu- 
rally, they will want to come back to 
us when they need care and to send 
their friends to us whenever they 
require hospital care. Business will 
be good, and we will have made it 
good. 

Each one of us can help the hos- 
pital in its efforts to gain patronage 
and support. Let’s be salesmen all 
the time. 
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Trustee Forum 


RAYMOND. P:. 
Trustee, Methodist Hospital, Brooklyn, N. Y. 


CONDUCTED BY 
SLOAN 








Lets Work Together 


A THE annual meeting of the 
American Hospital Association 
held in Dallas, Tex., last September, 
the trustee section of that association 
adopted the following resolution: 

“It is urged that boards of trust- 
tees take steps to encourage their 
members to acquaint themselves with 
hospital problems and to participate 
to the greatest extent possible in 
local, state and national meetings.” 

This resolution was adopted after 
a discussion which indicated that 
hospital trustees are attempting to 
conduct their individual institutions 
without any background of knowl- 
edge of broad hospital problems and 
without any more hospital informa- 
tion than is available at a meeting 
of trustees of a single institution. 

This criticism of hospital trustees 
is merited not because of indiffer- 
ence of trustees to the welfare and 
progress of their institutions but 
rather because they are not  sufh- 
ciently aware of the changes that 
have occurred in the hospital world 
and how these changes have affected 
and will affect their hospitals. Trus- 
tees are not as sensitive to conditions 
that will affect their hospitals ad- 
versely or as quicl. on the trigger at 
getting at the root of the trouble as 
they are to influences that affect their 
own businesses. The reason for this 
is obvious. Men see a great way off 
that which threatens their pocket- 
books but are slower in acting on 
matters that do not affect them 
directly. 

There was a time when trustees 
could conduct their hospitals in a 
fairly satisfactory manner with the 
aid of their own business experience 
and with the advice of their super- 
intendents, without giving a thought 
to trends in hospital development or 
to learning how other hospitals 
were managed. They could be com- 
placent and provincial and use with 


*Attorney-at-law and chairman of the board, 
Easton Hospital, Easton, Pa. 
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Trustees hold the key to 
the future of voluntary 
hospitals. This new de- 
partment will keep them 
informed on trends and 
developments affecting 
their work. Articles and 
letters will be welcomed 





a fair degree of success the small 
town approach to hospital problems. 
The depression brought change in 
all things. Trustees hastened to ad- 
just themselves to whatever change 
affected their personal interests but 
thus far have made no marked 
effort to avert losses and to obtain 
advantages for hospitals on a broad 
scale. 

The first loss that hospitals sus- 
tained through trustee apathy came 
in connection with governmental 
relief of the needy. The government 
undertook to feed, clothe and house 
its unemployed citizens and to do it 
so generously that they could con- 
tinue to run their motor cars. How- 
ever, when they were taken ill the 
government did not pay their hos- 
pital bills. Not only were the hos- 
pitals compelled to furnish these gov- 
ernment wards with nursing services 
and drugs, but during the period of 
their hospitalization the hospitals also 
had to supply the food and shelter 
that the government gave them 
when they were in good health. 

Let us suppose that the govern- 
ment had said to persons on relief: 
“We will give you enough money 
for food, suits and overcoats, but 
when you need shoes, you can just 
go to a shoe store and get them. 
The shoe store man will not charge 


DAVID B. SKILLMAN* 


you for them.” If that had hap- 
pened, every shoe dealer in the coun- 
try would have rushed to his trade 
association and such a hue and cry 
would have been heard in the land 
that shortly the shoes would have 
been paid for like everything else. 

This imaginary example of dis- 
crimination toward shoe dealers is 
virtually what happened to hospitals, 
but was anything done about it by 
hospital trustees? Obviously, the 
cases are not completely parallel, 
for voluntary hospitals are prepared 
to dispense a certain amount of 
charitable service, but the charity 
load which hospitals have had to 
carry since the depression is far in 
excess of their ability. Some hos- 
pitals have incurred huge debts for 
operating expenses; some _ have 
diminished their resources by the use 
of endowment funds to pay current 
expenses, and others have been com- 
pelled to lower standards of service 
and equipment. 

All of these dire results might 
have been averted had the eight 
thousand or more trustees of the 
voluntary hospitals in this country 
risen as one man and demanded that 
the government, since it had as- 
sumed the responsibility for the sup- 
port of a group of its citizens, sup- 
port them “in sickness or in health.” 

Within a few months another 
great governmental movement will 
get under way: the proposed appro- 
priation of $850,000,000 for a federal 
health program. The progress and 
advancement of our hospitals de- 
mand that trustees take a stand on 
this proposition. If hospital trustees 
continue to have no higher and no 
more aggressive conception of their 
trusteeship than to attend a board 
meeting every month or so, they may 
see this huge sum of money spent 
with the inefficiency and the regard 
for political consideration that so 







































often attend the disbursement of 
public funds. 

On the other hand, if the trustees 
of our voluntary hospitals will at last 
awake to their broad responsibilities 
for the health and healing of persons 
in their communities, they can assist 
the government in attaining the great 
objectives of the proposed health 
program with efficiency and dispatch 
and at the same time can obtain 
benefits for our institutions which 
otherwise could not be realized for 
decades. There is not space here to 
discuss the details of the part that 
our hospitals could play in the gov- 
ernment’s health program, but the 
fundamental idea is that the program 
should be carried out to whatever 
extent is possible by and through 
existing institutions. 

For months our colleagues in the 
medical profession have been looking 
after their interests in this proposed 
program. The proposals of the 
A.M.A. have been heard throughout 
the land through the stentorian voice 
of Dr. Morris Fishbein. The hos- 
pitals have long had a national asso- 
ciation, the American Hospital Asso- 
ciation, which at its Dallas meeting 
last September adopted a set of reso- 
lutions offering cooperation in the 
National Health Program and 
authorizing a committee to carry on 
such cooperation. But the constit- 
uency of this organization is almost 
wholly the administrators of our hos- 
pitals. These men are responsible 
for proper administration of the 
plant which the trustees turn over to 
them to manage, but cannot speak 
with the same authority. 

To what extent will the trustee 
participate in this plan of collabora- 
tion between the proposed govern- 
ment health program and voluntary 
hospitals in general? What is he 
doing to acquaint himself with his 
potentialities as they affect not only 
his own institution, but voluntary 
hospitals generally? ; 

The clamor for socialized medi- 
cine grows louder every day. Any 
form of it will have a tremendous 
effect on our hospitals. If the hos- 
pital trustees of the country take a 
united stand, their influence will be 
powerful in advancing or retarding 
it. Because of its effect on them and 
their work, the hospitals should pre- 
sent a united front. Indeed, the hos- 
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pitals can point the way to a satis- 
factory middle-of-the-road solution. 

The point is that boards of trustees 
can no longer perform their duties 
to their communities within the con- 
fines of their own institutions. They 
must unite and cause the voice of 
the American voluntary hospital to 
be heard throughout the land. The 
practical way to approach the prob- 
lem is to have each board appoint 
one or more of its strongest and 


ablest members to become active 
immediately in the American Hos- 
pital Association and in the state 
associations. See to it that he or they 
attend the meetings of these asso- 
ciations even if the hospital must pay 
the traveling expenses. If a trustee 
of every American hospital were 
present at these meetings, the benefit 
to the institutions that have been 
entrusted to them would be im- 
measurable. 





The Trustee Controls Quality 


N THE expanded place that the 

_ hospital of the future will hold 
in community life, the trustee must 
play a most important part. No 
longer is it possible for him to dis- 
charge his obligations to the institu- 
tion he serves by making certain 
that its finances are sound, even 
though this responsibility is in itself 
a heavy one. 

During the depression, some hos- 
pitals kept their finances in sound 
position, but at a terrific sacrifice of 
reduced hospital service. While the 
service is an intangible, it can never 
be sacrificed, for when it is, the lives 
of the patients are actually en- 
dangered. A good administrator 
can keep a hospital at reasonably 
high standards even if he has an 
uninterested, lethargic and unpro- 
gressive board, but his task is far 
harder than it should be. 

The hospital trustee must accept 
his share of the responsibility for the 
quality of medical care given in his 
hospital not only to his own immedi- 
ate family but to the community as 
well. Without the assistance and co- 
operation of the hospital the doctor 
can no longer give to the individual 
or to the community that type of 
advanced _ scientific medical care 
which is their right. Today the hos- 
pital must furnish more than excel- 
lent beds and board and nursing. It 
must have a competent staff of house 
physicians. It must have available 
for the immediate use of all patients 
an abundance of special apparatus. 

How many hospital trustees actu- 
ally have visited a modern hospital, 


ROBIN C. BUERKI, M.D. 


not to visit the sick room of some 
friend but to visit the hospital as 
an institution, to learn at first hand 
about the hundreds of new scientific 
machines and methods that are made 
available to all patients in the hos- 
pital? 

How many have seen the way 
radium is handled? The larger hos- 
pitals have equipment to collect the 
emanations and these are used on 
the patient instead of the radium 
element. This increases the useful- 
ness of the radium and largely re- 
moves the hazard of its loss. 

How many have seen an electro- 
cardiographic station that breaks 
down the various components of a 
heart beat to tenths of a second and 
allows the doctor to study the varia- 
tions, both normal and abnormal? 

How many have seen the machines 
for testing basal metabolism that 
give the doctor an accurate measure 
of the activity of the thyroid gland, 
the gland that produces goiter? 

How many have seen the milk 
room, where under sterile precau- 
tions milk formulas are individually 
prepared for each baby in the hos- 
pital ? 

How many have seen a laboratory 
function in the middle of the night 
when the ambulance has brought to 
the hospital a patient dying from 
loss of blood following an accident? 

These are but a few of the inter- 
esting devices and services to be 
found in the institutions that are 
maintained for the trustee’s benefit 
and his protection as well as for 
the protection of the public. 


The MODERN HOSPITAL 














BACKED BY THE EXPERIENCE 
OF A GOVERNMENT-LICENSED 
BIOLOGICAL LABORATORY! 

























N. law permits licensing of dextrose solutions. But prescribing “in 
Saftiflasks” gives you the benefit of the experience and skill gained 
in the production—and, more important, the testing—of products 
for intravenous injection according to the standards of a government- 


licensed biological laboratory. 








Biological workers know that no product intended for intravenous 
injection is safe until it has been proven safe—by rigid laboratory 
checks. 

At Cutter Laboratories dextrose solutions are tested as exactingl y 
as biologicals. Tested chemically, biologically, physiologically—by a 
separate testing staff, which has been assuring the safety of Cutter 
products for over 40 years. 

Because of large volume production and testing, these ready- 
prepared solutions are no more costly to patient or hospital than 
solutions prepared in the hospital. To avoid the reaction ”bugbear,” 

specify solutions in Saftiflasks. In two, 


one, and one half-liter sizes. 





Cutter Laboratories, Berkeley, California 
and 111 N. Canal Street, Chicago. 
| yy (U. S. Government License No. 8) 




















SIMPLE 
Only one part required !— 
A connecting tube which is Pa if 


- , ; teats 
supplied with each case of Electrometric determination 


Saftiflasks . . . Patented soft of soluble alkalis in the 
rubber stopper fits any con- Safti 
nection cae ... Connection glass parts of the Saftiflask 


set-up by means of the glass 


& 
tube becomes integral part & 
ho electrode, 


of your injection outfit. No 
loose parts to wash, steril- 
ize, reassemble. No involved 
technique, with resultant 
multiple sterility hazards. 
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Plant Operation 


Dry Ice Ox 


DAVID J. COHN, Ph. D.* 


XYGEN is one of the simplest 
medicaments available to the 
physician. It is a natural constituent 
of the air, of which it forms one-fifth 
part and its administration merely 
involves an increase in this propor- 
tion, unnoticeable to the person 
treated. Nevertheless, because of the 
complicated and cumbersome devices 
in general use for its application, oxy- 
gen therapy often means marked dis- 
comfort and even fear to the patient, 
as well as considerable difficulty and 
labor to those attending him. Fur- 
thermore, high cost of both apparatus 
and servicing deprives many patients 
of the benefits of the treatment. 

The oxygen tent described in this 
article is specifically designed to over- 
come these obstacles and to offer 
equipment that is compact, simple, 
inexpensive of construction, easy to 
service and completely comfortable. 

These desired results are obtained 
by the substitution of solid carbon 
dioxide, commonly known as dry ice, 
for the ordinary ice usually used in 
cooling and dehumidifying the tent 
atmosphere. 

In essence an oxygen tent consists 
of a more or less air-tight cubicle 
fitting over the head and shoulders 
of the patient. Naturally such an 
enclosed space must be thoroughly 
air conditioned so as to eliminate the 
heat and moisture given off by the 
patient. It is in this process that most 
of the difficulties in tent design and 
servicing arise. 

In the old form of tent the air is 
usually passed over crushed ice by 
means of electrically driven motor 
blowers. Large ice containers, hold- 
ing at least 50 pounds of crushed ice, 
form part of such apparatus; some- 
times smaller containers are provided 
but the results then are not uniform 
and the tents need almost continuous 


*Director of the department of biochemistry, 
Michael Reese Hospital, Chicago. 


Cross sectional diagram of 
the dry ice oxygen tent 
showing, A, the dry ice 
container, provided with, 
B, a removable, rotating 
tray holding the dry ice 
and, C, multiple fins giving 
a large cooling surface. D 
is an outer shell, held by a 
tubular stand (not shown). 
E is the baffle controlling 
the direction of the auto- 
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matic thermal  circula- 
tion currents, indicated by | 
the arrows on diagram. 
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attention. From 150 to 200 pounds 
of ordinary ice are required per day 
to condition an adult tent. The 
crushing and handling of this 
amount of ice, as well as the empty- 
ing and disposal of the water as the 
ice melts, are large problems, espe- 
cially in a hospital in which a num- 
ber of units are in use simultaneously. 

The dry ice tent efficiently utilizes 
the superior qualities of solidified 
carbon dioxide as a refrigerant. A 
block of this material has three times 
the cooling power of a block of ordi- 
nary ice of equal size. A cylindrical 
container (designated as A in the 
diagram), 7, inches in diameter and 
20 inches long, is large enough to 
hold 25 pounds of the refrigerant, a 
charge sufficient for twelve or more 
hours. This container, together with 
a cylindrical tray (B) to hold the dry 
ice, multiple fins (C) and an outer 
shell (D), form the essential parts of 
the apparatus. 

This compact cooling unit is placed 


directly over the bed, thus making 
use of the natural thermal currents, 
just as is done in well-built refrig- 
erators in which the cooling coils are 
always placed at the top. The dry ice, 
evaporating at —109.6° F. supercools 
the fins and the temperature of the 
oxygen-air mixture coming in contact 
with them is lowered instantaneous- 
ly. This cooled and therefore heavier 
layer of air circulates rapidly down- 
ward and is directed to the front of 
the tent by a baffle (E), while the 
warm air around the patient is dis- 
placed and rises toward the back as is 
shown by the arrows in the diagram. 
Thus a pleasant, even and draftless 
current is provided, without the cost 
of a mechanical blower and without 
the fan noises so often disturbing to 
the patient and to others. 

Excess moisture from the patient’s 
breath condenses on the fins and an 
ideal degree of humidity is automati- 
cally maintained within the tent. 
The temperature may also be regu- 
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The __ infants’ 
unit is smaller 
in size and 
can be hung on 
the crib. Note 
that the canopy 
can be tucked 
around the 
bed so that al- 
most no oxy- 
gen escapes. 
There is an 
opening in the 
cover of the 
dry ice con- 
tainer to allow 
the escape of 
CO, gas as 
the dry ice 
evaporates. 


lated to any desired point. It is con 
trolled simply by rotating the tray in 
which the dry ice is placed in such 
manner that more or less of the 
refrigerant is in direct contact with 
the wall of the containing cylinder. 

Dry ice is readily obtainable at low 


Vol. 52, No. 1, January 1939 





Note that the 
nurse has free 
access to the 
patient from 
all sides. The 
unit is sup- 
ported by legs 
under the bed. 
The rectangu- 
lar box (left) 
covers the de- 
vice for rais- 
ing and lower- 
ing the unit. 






cost because of its widespread com- 
mercial use as a refrigerant for the 
shipping and storing of perishables, 
for ice cream manufacture and as a 
source for tanked carbon dioxide gas. 
It is furnished in neat, easily handled 
blocks, which fit nicely into the tray. 


Dry ice evaporates directly to the 
gaseous form, leaving no residue to 
be disposed of. Furthermore, while 
the melting of ordinary ice is accom- 
panied by dripping and splashing 
noises, the evaporation of dry ice is 
silent. 

The dry ice container is so con- 
structed that the carbon dioxide gas 
evolved passes into the outer room 
air and cannot possibly enter the 
canopy. The carbon dioxide given 
off by the patient is partly washed 
out by the incoming oxygen and 
partly diffused through the rubber 
canopy so that no absorbing agent is 
required. Innumerable tests have 
shown that the carbon dioxide con- 
tent of the tent atmosphere never 
exceeds a small fraction of 1 per cent. 


The stand holding the unit is tubu- 
lar and has an underbed foot, so that 
it takes up practically no space at the 
bedside, leaving the patient accessible 
from all sides. Stand and unit to- 
gether weigh about 30 pounds and 
may be demounted and packed into 
a small carrying case. An even 
smaller unit following the same gen- 
eral design is in use for infants and 
children. It weighs about 20 pounds 
and consumes less than 20 pounds of 
dry ice per day. 

Any rubberized material may be 
used for the canopy, but pliofilm is to 
be recommended because of its light- 
ness and transparency. This material 
is low in cost, so that a new canopy 
can be used for each patient, a pro- 
cedure greatly to be desired from a 
sanitary standpoint. 

In this connection the dry ice tent 
has another advantage in that all 
parts of the cooling unit are easily 
accessible for cleaning. Construction 
is completely of metal and rubber 
and the whole outfit may be steri- 
lized by autoclaving, a safeguard im- 
possible in bulkier and more compli- 
cated outfits. 

Six tents of this design, some for 
adults and some for children, have 
been in use at the Michael Reese 
Hospital, Chicago, for more than a 
year and have given uniformly satis- 
factory service. Patients in them are 
comfortable and at ease. Little effort 
is required to set up the tents and to 
keep them serviced, while their noise- 
less operation is a boon in the sick- 
room. Furthermore, the ease with 
which the patient can be observed 
and attended is of great value to phy- 
sician and to nurse. 









































































































































An ingenious census board 
that uses colored cards to in- 
dicate the type of service. 
Names of the patient and of 
the doctor, together with the 
diagnosis, are written on the 
cards. Placed in the appro- 
priate slot, each card shows 
the bed occupied. Entered 
by the Springfield Hospital. 
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A fracture truck entered by Peter Bent Brigham Hospital. The two up- 
right posts are divided so that one side holds the apparatus for the lower 
extremities and the other side holds apparatus for the upper extremities. 
The drawers in vertical position carry the remaining pieces of apparatus, 
while the drawers below contain extras. It was agreed to limit the 
type of fracture appliances that could be cared for on this truck. 


Round Table 


SIDNEY M. BERGMAN 


APID advances made in modern 

medicine have engendered 
parallel advances in modern hospital 
management. This swift develop- 
ment has continually demanded im- 
proved methods, which, in turn, 
have stimulated inventive genius on 
the part of the hospital administratoz 
and his co-workers. 

Several months before the last 
meeting of the New England Hos- 
pital Association, held in Boston, 
one of a group of Boston administra- 
tors thought that it would be a good 
idea to collect for round table dis- 
cussion some of the gadgets which 
must, undoubtedly, exist in New 
England hospitals for improving 
hospital service or effecting econ- 
omies. The suggestion was brought 
before the officers of the New Eng- 
land Hospital Association and I was 
asked to solicit and assemble the 
material. 

As the first step, a questionnaire 
was prepared and mailed to all mem- 
ber hospitals. The amount of inter- 
est demonstrated by the response 
was surprising, for descriptions of 83 
gadgets were submitted. 

Following the tabulation of the 
gadgets, the final list was mailed to 
member hospitals so that they might 
signify by post card ballot those 
items which could be considered of 
most general interest for discussion 
at a round table at the meeting of 
the New England Hospital Associa- 
tion. 

All entrants were asked to ship 
to the convention hall drawings, 
models or the actual gadgets, if size 
permitted. These were arranged on 
tables in the assembly hall and 
labeled approximately. The morn- 
ing preceding the round table dis- 
cussion a committee of four mem- 
bers, taking into account the trends 
of interest indicated by the post 
card ballot, selected for discussion 
13 gadgets from the various entries. 

Among the four oxygen tents se- 
lected for discussion was a modified 
Burgess oxygen box entered by the 
New England Deaconess Hospital, 
Boston. The apparatus consists essen- 
tially of an open-top head enclosure 


The MODERN HOSPITAL 





MY 








ONLY 








Vol. 52, No. 1, January 1939 


THESE SOLUTIONS 


ARE 


DEXTROSE AND SALINE SOLUTIONS IN VACOLITERS 





VACOLITER 


~~ 


Baxter’s can help your patients 


and your budget 


With Baxter’s on your shelves you know 
you've provided fine, safe products for in- 
travenous infusions. You know each lot of 
Baxter’s has been tested and retested by 
experts to protect you and your patients. 
You know each Vacoliter of Baxter's is 
sealed from contamination . . . from prying 
fingers .. . by a strong metal seal. 

All these things need not cost you any more 
than you pay today for intravenous solutions and 


you may find Baxter’s, with all their extra 


The fine product of 
BAXTER LABORATORIES 


COLLEGE POINT, N.Y. 


GLENVIEW, ILL. 
TORONTO, CANADA 


Distributed East of the Rockies by 


CHICAGO 


LONDON, ENGLAND 


Produced and Distributed on the Pacific Coast by 
Don Baxter, Inc., Glendale, Cal. 


advantages, actually Jess expensive than hos- 
pital made solutions . . . for Baxter's save 
you the expense of wastage... labor... 
replacements on intravenous equipment and 
a dozen hidden costs that sap your budget. 
With Baxter's you need never choose be- 
tween a patient’s safety and a balanced 
budget . . . Baxter’s can help you gain 
both, because Baxter's are as safe and fine as 
you could ask .. . and they are priced to 


keep your costs in line. 


GLENDALE, CAL. 





THE AMERICAN HOSPITAL SUPPLY CORPORATION 


NEW YORK 
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or hood, made of sheet rubber, with minum frame to form a box with chamber, filled with about 8 pounds 
an opening that may be adjusted to dimensions of approximately 20 of ice, properly conditions the tent 
fit about the patient’s neck. The inches on all sides. atmosphere as to temperature and 
hood has windows of cellulose acetate Oxygen is admitted to the hood humidity. Although in ordinary use 
in the front and side walls. When through a_ cooling chamber _ the oxygen box is open at the top, 
in use it is suspended from an alu- suspended within. This cooling provision also is made for completing 





4. 25 watt bulb and socket— wire G. Sliding window in two sections. 
mesh covering. Each section 74°x 63". 
— 7 | B. Water trough (9"x1s"*1}")— back H. Sliding half door with four 4” holes 
Infant gavage standard developed at William Backus Rent Ey ee win pues 
i : : C. Gauze strips from trough fo wall. I. Grooved runners as guides for 

Hospital aids the nurse in feeding a premature baby. . Mumidiny gate on wet. window. 

E. Circular thermometer on wall. J. Two $" holes in top for circulation. 

F. Chemical thermometer inserted Stock— 3” white pine. 


through cork in top of box. Paint ~ Duco enamel, 3 coats. 


Improvised premature incubator entered by the 
Massachusetts Department of Health. It can be 
made up by anyone having mechanical ability. 

















Apparatus for oxygen analysis devised 
at Beth Israel Hospital. A three-way 
valve allows one to obtain a sample of 





air from the oxygen tent and direct it To minimize the hazard of breakage in the oxygen tent a zipper 
into the absorption chamber by moving has been sewed into the rubber skirt of the tent. This permits 
a handle in a clockwise direction. care of the patient without the transparent canopy being disturbed. 
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(AND WE'RE PROUD OF IT) 


A= mind” that through many Through these years of single-minded re- 


years has held to one idea—the de- search, labor, and untiring efforts, have 





velopment and production of rubber gloves come the familiar Wilson features: Curved 
exclusively. Fingers, perfect fit, longer life, and greater 


Today we feel proud of our efforts—proud sensitivity, due to the Wilson method of 


of the fact that Wiltex and Wilco Latex 


Gloves are considered to be the finest ob- When next you order surgeon’s gloves, be 


preparing Liquid Latex. 


tainable. It has never been necessary for sure they are the product of the world’s 
Wilson to sidetrack the minds of their per- _ largest “exclusive” manu- 
sonnel with problems of assorted products. facturer. Specialists in the 
They think always and only of a finer, art of preparing Liquid 


more comfortable, more economical sur- Latex—Specialists in the 






geon’s glove. making of fine gloves. 
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the head enclosure to obtain 98 per 
cent of oxygen concentration for spe- 
cial treatments. 

Also entered was a device partic- 
ularly useful in oxygen tent therapy. 
This instrument will measure and 
analyze oxygen automatically. De- 
veloped at Beth Israel Hospital, Bos- 
ton, the apparatus is said to be ac- 
curate and is simple enough so that 
it may be used efficiently without 
any previous instruction or experi- 
ence. To minimize breakage the 
analyzer is mounted in a_ sturdy 
wooden box and is so arranged that 
cleaning or replacement of parts is 
easily possible. 

A three-way valve in the analyzer 
makes it possible to obtain a sample 
of air from the tent and direct it into 
the absorption chamber by moving 
the handle in a clockwise direction. 
The gas in the absorption chamber 
displaces an equal volume of fluid 
into a calibrated tube. As the oxygen 
is absorbed, the fluid in the calibrated 
tube automatically falls so that the 


Right: Drawing giving the 
specifications and mechan- 
ics of the foot bulb and 
pipes attached to the cover. 
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percentage of oxygen can be read 
directly. 

Another interesting piece of ap- 
paratus was the improvised pre- 
mature incubator for infants, so de- 
signed that it may be placed in the 
bassinet over the infant. Ventilation 
is regulated by means of a window 
of cellulose acetate and a sliding half 
door in the end of the box nearest 
the infant’s head. A center separa- 
tion of the window forms an open- 
ing sufficiently large for most of the 
care of the infant without raising 
the box cover. 

A 25 watt electric bulb will keep 
the temperature in the incubator at 
90° F., in a room temperature of 
74° F., with the door and window 
slightly open. The bulb is covered 
with a screen to protect it from the 
bedding. Two thermometers, a 
chemical and a wall type, are used 
so that one can provide a check on 
the other for the stabilization of the 
temperature. The chemical ther- 
mometer is placed in the cover and 








Oil dispenser en- 
tered by the Wil- 
liam Backus Hos- 
pital. It is made 
of a glass fruit jar 
that has brass 
pipes soldered into 
the cover. The 
bulb is of rubber 
inserted between 
pieces of wood 
which are con- 
nected by a hinge. 


the other is placed on the inside wall 
of the box. A small water trough, 
which was made from a tin can, is 
fastened to one wall of the box by 
means of gauze strips. The trough 
holds 8 ounces of water and this 
amount provides sufficient humidity 
to keep the humidity guide on the 
inside wall of the box at from 40 t 
50 per cent. 

An infant gavage standard was 
entered by the William Backus Hos- 
pital, Norwich, Conn. This device, 
when tried out originally in the 
maternity department of the Penn- 
sylvania Hospital, was proved to be 
a satisfactory method of feeding pre- 
mature babies. It simplifies tube 
feeding and eliminates the necessity 
of two nurses when feeding an in- 
fant. 

Another piece of apparatus for 
caring for infants was the oil 
dispenser, also sent by the William 
Backus Hospital. It utilizes a glass 
fruit jar that has a cover which can 
be screwed on with one turn of the 









cover. Brass pipes are soldered into 
the cover, one curved to dispense the 
oil, the other so arranged that a 
piece of rubber tubing can be at- 
tached. At the other end of the rub- 
ber tubing is a heavy rubber bulb, 
inserted between two pieces of wood 
that are connected by a hinge for 
the foot pedal. 

Many of the ideas expressed in 
these and in other gadgets displayed 
are capable of further development 
and some are suitable for commer- 
cial production. 

This initial attempt to display and 
discuss gadgets met with such en- 
thusiasm and led to so many in- 
quiries from distant hospitals that it 
appears logical to conclude that the 
idea may well bear repetition at 
meetings of hospital associations 
throughout the country. 
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Housekeeping 


CONDUCTED BY 
DORIS DUNGAN AND AMY FAHLGREN 





A Housekeepers View of Asepsis 


MARY W. NORTHROP 


HE problems of the housekeep- 

ing department in regard to the 
maintenance of asepsis in the hospi- 
tal consist in establishing a superior 
standard of cleanliness and in avoid- 
ing the spread of contamination. 

The first important factor is to 
have a building that can be kept 
clean. When a new building is pro- 
jected, the housekeeper should check 
its plans and specifications with the 
cleaning problem in mind. Some of 
the points she will consider are: 

1. All surfaces must be smooth 
and washable. 

2. Corners must be rounded. 

3. There must be no cracks. The 
more nearly the inside of a hospital 
resembles a china bowl, the easier it 
is to keep clean. 

4. All fixed equipment must be 
either built into the wall or set far 
enough from it for ease of cleaning. 
The distance required depends upon 
the length of the equipment. A small 
sterilizer, for example, must be far 
enough from the wall and from 
other equipment to admit a man’s 
arm readily, say 6 inches. A mattress 
sterilizer, which is 8 feet long, must 
be far enough from the wall to admit 
the man. If the area to be cleaned is 
hot (as where there are uncovered 
steam or hot water pipes) a greater 
distance must be allowed. 


Cleaning Beneath Equipment 


5. All fixed equipment that is not 
built into the floor and all other 
equipment that is too heavy to be 
readily moved should be set on legs 
so that the lowest shelf or rung clears 
the floor by at least 8 inches. If the 
legs are hollow, the ends should be 
sealed. 

6. There should be no junk col- 
lecting areas, such as closets without 
a designated purpose. 

7. Construction should be such as 
to minimize the runways for mice 
and vermin and to exclude rats. 
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8. All areas that are not sealed 
should be readily accessible. 

9. Either a refrigerator or a room 
especially built for the purpose is 
needed for garbage storage. This 
room should be built in such a way 
that it can be washed with a hot 
water hose. Water connections, 
drains and waterproof electric fix- 
tures and switches should be pro- 
vided for it. It must be ratproof and 
verminproof. If the room is not re- 
frigerated, it should be in as cool a 
location as is possible and have ade- 
quate cross-ventilation and screening 
from flies. 

10. A well-constructed incinerator 
is essential. The space surrounding 
this incinerator should be constructed 
like the garbage room, washable and 
protected from flies. Provision should 
be made for cleaning garbage cans. 
Washing with a hose or a spray is 
not sufficient. There should be facili- 
ties for thoroughly scrubbing the 
cans. A short length of steam hose 
will be found valuable in finishing 
the cleaning. 

11. Laundry chutes must be wash- 
able and a water connection must be 
provided at the top and a drain at 
the bottom. 

12. Assurance must be given that 
an ample supply of water at 180°F. 
will be available in the laundry at all 
times and that steam pressure will be 
sufficient to raise the water in the 
washing machines to 212°F. for boil- 
ing contaminated linen. 

The housekeeper in an old hospital 
may find these specifications discour- 
aging but if she will ask the engineer 
to make the rounds with her, to- 
gether they may find that many im- 
provements can be made in an old 
building. The “calling card test” 
should be applied to cracks, as any 
crack large enough to admit the edge 
of a calling card is too large for a 
hospital. Many cracks, such as those 
around door frames, can be filled by 





Well-trained employes 
are far more essential in 
maintaining asepsis in 
the housekeeping de- 
partment than are elab- 
orate equipment and a 
large variety of prep- 





arations for cleaning 


the maintenance man. Rough sur- 
faces can often be made smooth and 
corners call sometimes be rounded. 


Perhaps pieces of equipment that 
are difficult to clean behind can be 
moved. Some inaccessible areas, such 
as the space under built-in cupboards, 
can be opened up by making a panel 
movable or by cutting a door. Given 
a back yard, proper provision for 
garbage storage and removal can be 
made at little cost in institutions that 
seem too crowded to give proper 
space to garbage within the building. 

If the facilities of the heating plant 
are insufficient to supply enough hot 
water and steam to the laundry, it 
may be feasible to provide in next 
year’s budget for a boiler to increase 
the supply, or perhaps it will be help- 
ful to reschedule the work so that the 
laundry does not call for steam at the 
same hours that the boilers carry a 
heavy load for the kitchen and sur- 
gery. 

The next problem is the training 
of personnel. The average hospital 
worker is afraid of infection without 
having any understanding of the 
means by which it can be prevented 
and so assumes an attitude of bra- 
vado to cover that fear. He has no 
conception of the reasons for the 
rules that are made relative to the 
handling of contaminated material, 
with the result that even if he re- 
members to follow the letter of the 
law he often violates its spirit. Told 
that garbage is contaminated, he will 


The MODERN HOSPITAL 


























HE Exide Emergency Lighting 

Unit especially designed for the 
needs of the smaller hospital protects 
operating lights and general illumination 
in two operating rooms, and at the same 
time safeguards the light in delivery room, 
anesthesia room, sterilizing room, medicine 
room, accident dispensary, and any other 
single room desired. Ade- 
quate protection for at least 
8 rooms. 


Its price is but $265, yet 
it affords safety for every 


Yl f y 
rh "ly 


\ 





Exide 


Keepalite 





matically upon any interruption of the 
normal electric current supply. 


The utility companies take every pre- 
caution, but cannot control the effects of 
storms, floods, fires or street accidents. 
Privately-owned plants, no matter how care- 
fully planned and operated, may also have 
interruptions that render this dependable 

protection essential. 


There are also larger, 
115-volt Exide Systems. The 
only maintenance any of 
the Exide units requires is 


vital area in a hospital of EMERGENCY LIGHTING the addition of water four 


smaller size. Itoperates both 
instantaneously and auto- 


SYSTEMS 


times a year. Write for free 
bulletin. 


THE ELECTRIC STORAGE BATTERY COMPANY, Philadelphia 
The World’s Largest Manufacturers of Storage Batteries for Every Purpose 
Exide Batteries of Canada, Limited, Toronto 




















Vol. 52, No. 1, January 1939 


85 








LAI OB Ri Re iw ek 





avoid handling it with his hands and 
will wear canvas gloves for protec- 
tion, which he afterward puts in his 
pocket. 

Would it be feasible for the hos- 
pital bacteriologist or the nursing 
instructor or the supervisor of the 
communicable disease unit to give a 
course of half a dozen lectures and 
demonstrations to the nonprofes- 
sional personnel? The terminology 
could be simplified so as to be under- 
stood easily and members of the class 
could be asked to repeat the demon- 
strations. The type of person who is 
employed as a hospital cleaner learns 
by doing better than by the lecture 
method. 

It is sometimes helpful to give the 
employes two or three slogans that 
are easy to remember. For example: 

“Nothing belongs on the floor ex- 
cept the feet.” The floor is always a 
contaminated area. Articles dropped 
on the floor should be considered 
contaminated. 

“Remember that the germ carriers 
are the three F’s—Food, Fingers and 
Flies.” 

It goes without saying that the 
housekeeper herself must have a 
knowledge of bacteriology, the prin- 
ciples of hygiene and the technic 
used in handling communicable dis- 
ease. If her background has not 
given this information, she must 
take pains to obtain it. If courses 
in local schools or colleges are avail- 
able to her, she should enroll by all 
means. If not, she has access to the 
public library and usually to a good 
nursing library as well. 


Improved and Simplified Methods 


Times have changed in hospital 
housekeeping and procedures have 
been improved and simplified with 
better understanding of the problem. 

Scrubbing brushes and harsh 
cleaning methods are not compatible 
with smooth surfaces. Smooth sur- 
faces give up their soil more readily 
than coarse or rough surfaces and 
therefore promote the cause of clean- 
liness as well as add to the attrac- 
tiveness of the institution’s appear- 
ance and reduce its maintenance 
cost. It is, therefore, a primary re- 
sponsibility of the housekeeping de- 
partment to see that these surfaces 
are not damaged. The housekeeper 
obviously must be enough of a 
chemist herself to understand the 
reactions of cleaning materials. 


We no longer believe in magic 
and we, theretore, do not accept the 
special claims of manufacturers for 
their products without critical scru- 
tiny, nor do we load our shelves and 
contuse our employes with a horde 
of different cleaning compounds. To 
have too many preparations in use 
causes the employe to make mis- 
takes. Besides, it is expensive. There 
are in general three classes of clean- 
ing materials and we need one rep- 
resentative of each class—an alkali, a 
detergent and a soap. 

The alkalis should be used only 
under careful supervision, but they 
are occasionally needed. 

Of detergents, or scouring pow- 
ders, there are many on the market. 
They usually are composed partly of 
insoluble material and partly of soap. 
The insoluble material should not be 
gritty and the soap should not be 
songly alkaline, as grit scratches 
and aAkali damages most surfaces. 
Both of these qualities are easily esti- 
matéd before purchasing. Rub a bit 
of the compound between the thumb 
and forefinger or between two glass 
laboratory slides. If it feels coarse 
between the fingers or scratches the 
slide, it should be rejected for clean- 
ing fine surfaces. Alkalinity can be 
tested by the laboratory, but the 
housekeeper also has an ever avail- 
able indicator of her own that she 
need not be afraid to use—the tip of 
her tongue. 

The soap that is to be used must 
also stand the tip-of-the-tongue test 
and the housekeeper can try it for 
her own use as a hand soap. If it 
dries the oil from her hands, it will 
also attack the oil in paint. With an 
alkali, a detergent and a soap, the 
housekeeper is prepared to keep her 
hospital clean. 

The day of the “hospital smell” is 
gone because we no longer swish 
antiseptics and deodorants around to 
give us a false sense of security. Soap, 
water and daylight are the best anti- 
septics and if the hospital and the 
patients are kept clean and there is 
sufficient ventilation deodorants are 
unnecessary. The use of a deodorant 
is an acknowledgment of failure. 
Doctors and nurses use soap and 
water for cleansing their hands and 
the basin of formaldehyde has dis- 
appeared. Housekeepers use soap 
and water for cleansing the hospital, 
without benefit of a few drops of 
smelly antiseptic in the mop water. 


We no longer fumigate hospitals 
since we have discovered that the 
fumes of formaldehyde or sulphur 
inconvenience us far more than they 
do the bacteria. When a patient 
recovers from a communicable dis- 
ease and is discharged from the hos- 
pital, everything in the room that 
may have been contaminated _ is 
washed, including at least that por- 
tion of the walls immediately sur- 
rounding the bed, and the room is 
exposed to daylight—sunlight if pos- 
sible—before being used. Again, the 
use of soap and water and the sun 
has taken the place of more elabo- 
rate methods. 


Care of Contaminated Linen 


Nurses used to soak contaminated 
linen in an antiseptic solution before 
sending it to the laundry. It is no 
longer considered necessary to have 
nursing time spent in such work or 
to have the ward cluttered with tubs 
of soaking linen. 

In the King County Hospital 
System, Seattle, there are two types 
of bag that fit the hamper frames. 
One, of white canvas, is used for 
ordinary soiled linen. The other, of 
striped ticking, is used for linen to 
be isolated. When the striped bag 
is full, it is removed from the frame 
and closed with a draw string. It 
stays closed until it reaches the laun- 
dry and the wash man is ready to 
put the linen into the tubs. Then 
he opens the bag and empties its 
contents, without handling, into the 
wash tub. Here the linen is first 
subjected to a cold rinse to remove 
organic material, as is all of our other 
linen. Then hot water is turned on. 
This washing is continued for ten 
minutes after the water starts to boil; 
in other words, contaminated linens 
are boiled for ten minutes. 

The major problem in the laundry, 
as elsewhere, would seem to be the 
education of the personnel. Anyone 
who has ever visited a large laundry 
remembers the wash man at his row 
of tubs, filling one with soiled linen 
and unloading the clean linen from 
the next. Both he and any other 
members of the laundry crew who 
handle soiled linen must learn to 
avoid the contamination of their 
clothing and of the laundry floor 
and equipment, and they must learn 
to wash their hands and arms thor- 
oughly between the handling of 
soiled linen and the handling of 


The MODERN HOSPITAL 





of 
th 


al 
he 
















PAYROLL—BUT HE 


WORKS FOR YOU 


One of Wyandoftte's 
trained service men 


Your W yandotte representative is one of a 
group of sanitation specialists—the largest group 
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branch of your cleaning, deodorizing or germi- 
cidal operations, call your Wyandotte Service 
Representative. He will be glad to shoulder 
your difficulty and save you money. 





A Wyandotte Product for 
Every Cleaning Need 


Wyandotte Detergent—unequaled for all mainte- 
nance cleaning (cleaning floors, washing painted 
surfaces, cleaning porcelain and marble). 


Wyandotte Cleaner and Cleanser, Wyandotte 
Cherokee, Keego or H-D-C for dishwashing and 
culinary cleaning. 
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Wyandotte Yellow Hoop for the laundry. 
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clean so as to protect the clean linens 
from contamination. 

If they are to wash their hands 
frequently, the same kind of equip- 
ment for that purpose should be pro- 
vided for them as for other hospital 
workers. They cannot leave their 
work to walk the length of the laun- 
dry to a wash basin. They should 
not use the type of faucet that is 
turned on by hand and thus contam- 
inate the faucet. A sink with knee- 
controlled faucets and running warm 
water should be provided in the 
laundry washroom. Often in hospi- 
tal laundries the only water available 
is that piped into the wash wheels. 

No problem of the housekeeper is 
more important to cleanliness and 
the avoidance of infection than the 
control of vermin. In handling this 
problem an ounce of prevention is 
worth a pound of cure. The old in- 
stitution thought of rats, mice, cock- 
roaches, bedbugs, flies and mos- 
quitoes as necessary evils to be vigor- 
ously combated, in order that they 
might not run away with the house, 
but probably never entirely to be 
eliminated. 

The modern point of view is that 
if these pests do not enter the build- 
ings there will be no problem of 
exterminating them. Far from being 
patient under afflictions, hospital of- 
ficials consider that one such bio- 
logical specimen is one too many. 
They check the buildings to discover 
the avenues of entrance of rats and 
mice and to eliminate as far as pos- 
sible their routes of travel within 
the building. The grounds, and 
perhaps the neighborhood, are 
checked for the breeding places of 
flies and mosquitoes. With the dis- 
appearance of stables, flies are less 
numerous in cities but there still are 
enough to cause concern. Screening 
should be carefully watched and re- 
pairs should be made immediately. 

In spite of the greatest precautions, 
however, vermin enter the hospital 
and it becomes the housekeeper’s 
problem to eradicate them. She will 
use different methods for different 
pests. The campaign against flies 
and mosquitoes will be waged by 
the whole hospital personnel, with 
newspapers and spray guns, which 
the housekeeper will have distributed 
generously enough so that they are 
conveniently available. 

Bedbugs are usually not a major 
problem if they are reported prompt- 


ly, while only one bed is infested. 
If the bed is properly constructed so 
that the bugs cannot get inside of 
the pipe frame, washing will suffice 
for the bed itself, while the mattress 
can be either sent to the sterilizer or 
thoroughly exposed to the sun. 

In some communities the city 
health department maintains a rat 
catcher who will assist in ridding the 
premises of rats and will advise in 
ratproofing operations. If the control 
of those most persistent pests, the 
mice and the cockroaches, proves 
difficult, a competent exterminator 
employed on a monthly contract will 
be worth more than his services cost. 

The maintenance of hospital asep- 
sis, then, as it affects the housekeep- 
ing department, becomes a question 


of people rather than of things. Lit- 
tle is needed in the way of equip- 
ment but a great deal is needed, 
qualitatively speaking, in the way of 
personnel. The department head 
must have a sound knowledge of her 
subject based on theory as well as 
practice and an alert mind so that 
she will not “strain at a gnat and 
swallow a camel.” She must be sup- 
ported by an intelligent group of 
employes whose working conditions 
and wages are such that labor turn- 
over is reduced to a minimum in 
order that she may train them ade- 
quately. The teaching ability of the 
housekeeper and her opportunity for 
effective instruction seem to be the 
foundation stones on which success 
in this field must be built. 





THE HOUSEKEEPER’S CORNER 





® Did you ever see a sponge in a 
cage? This original idea for keeping 
track of those large, expensive sponges 
used for wall cleaning is used with 
success at the University of Chicago 
Clinics, where it was not unusual for 
a half dozen sponges to disappear dur- 
ing spring or fall housecleaning. The 
cages, which form a neat section near 
the door to the housekeeper’s office, 
were made by the clinic carpenter. 
Each cage has a heavy wire door fas- 
tened with a padlock. When the 
sponges are issued the workman is 
assigned a cage for his sponge and a 
key. After the day’s work the sponges 
are cleaned and returned to the cages. 

“Not a sponge has disappeared since 
we installed the cages several months 
ago,” says Marie Neher, housekeeper. 


® Bath towels that are badly worn 
may be cut into 12-inch squares to 
make soft and absorbent wash cloths. 
The remainder of the towels may be 
used for dust cloths. 


© To save time spent in counting pieces 
in the linen room at Children’s Memo- 
rial Hospital, Milwaukee, laundry 
workers fold diapers and pack them in 
bundles of 25 after laundering. These 
bundles are then distributed to the 
floors. Safety pins are strung together 
in bunches of 12 and are counted by 
strings. 


® When dark woodwork, such as ma- 
hogany doors and trim are to be 
painted white or ivory, an effective 
means of preventing the dark color 
from coming through is suggested by 


Marion Wyatt, executive housekeeper 
at the Sherman Hotel, Chicago. The 
woodwork is first sanded down to re- 
move the finish and give a surface to 
which the sealer will adhere. A coat 
of aluminum paint is then applied. 
After it has dried thoroughly, two or 
more coats of white paint or enamel 
are applied to give a lasting finish. 


® A miscellaneous collection of paint 
brushes and cans of left-over paint is 
an unsightly decoration in many hos- 
pital paint shops and an annoyance 
when space is at a premium. A re- 
sourceful painter in Newport, R. I., 
according to the Dutch Boy Painter, 
makes use of two old bed springs in 
storing brushes and paint buckets. The 
bed springs are nailed flat against the 
wall, one serving as a brush rack and 
the other providing a place to hang the 
paint buckets. Small pot hooks hold 
the brushes and buckets. Holes are 
bored in the handles of the paint 
brushes. The device helps the painter 
to see at’a glance just how many 
brushes and how many cans of paint 
are on hand at one time. When the 
paint and the brushes are returned 
from the job, the brushes are cleaned 
thoroughly and hung on a hook, ready 
for the next job. 


© After flimsy rugs and those that 
have become worn thin have been 
cleaned at Michael Reese Hospital, 
Chicago, the rugs are laid face down 
and a sizing of thin glue is applied to 
the back. After this coating has dried 
thoroughly, the face of the rugs are 
brushed vigorously to raise the nap. 
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WAIT eS 
Self-Service for the Staff 


LILLIAN F. HACK* 


EEDING the institutional fam- 

ily so that méaltime offers a 
pleasant and satisfying. interliide ‘in 
the daily routine is a problem that 
confronts every hospital dietitian. 
What can be done to create a home- 
like atmosphere, to serve more appe- 
tizing food and still remain within 
the limits of the‘ food budget? 

Fortunate, indeed, is the personnel 
of hospitals in which the importance 
of good food service is given its 
rightful consideration by a fore- 
sighted administrator. St. Christo- 
pher’s Hospital for Children, Phila- 
delphia, recently occupied a new 
building that includes a nurses’ home 
with a carefully planned cafeteria. 

Founded in 1875 as one of the first 
five hospitals for children in the 
United States, St. Christopher’s Hos- 
pital for Children serves an English- 
speaking mill district. Many of the 
children who come to its out-patient 
department and who occupy its 79 
beds have parents and grandparents 
who were patients in the institution 
in their childhood. 

Cafeteria service for the staff was 
inaugurated with the opening of the 
new building last February. The first 
month of operation dispelled most of 
the staff's misgivings in regard to the 
desirability of the change from wait- 
ress service. The hospital staff is 
composed of an administrative and a 
clerical department, resident physi- 
cians, graduate nurses, a social service 
department, a dental hygienist, tech- 
nicians, a dietitian, a housekeeper, a 
seamstress and nurses’ aids. One die- 
titian intern from Pennsylvania Hos- 
pital affiliates each month for small 
hospital experience and acts as an as- 
sistant in the dietary department. 
There is no training school at the 
present time. Employes, with the ex- 
ception of the cook, do not receive 
their meals as these workers either 
bring their lunch or go home for 
meals. Medical students who attend 


*Dietitian, St. Christopher’s Hospital for 
Children, Philadelphia. 
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CONDUCTED 


clinics and classes may, purchase meal 
tickets for 25 cents each. 

The kitchen and cafeteria, located 
on the ground floor, were planned 
for attractiveness as well as for utili- 
tariamy purposes. Walls in the kitchen 
are of glazed tile in sand color; win- 
dow and door trim®.is a pleasing 
shade of green. A stainless metal 
dishwashing unit, ‘sinks and table 
tops have been installed. ‘The dieti- 
tian’s office is glasséd ‘in at the end of 
the kitchen and commands a view of 
the receiving stairway from the 
street as well as of the storeroom and 
the refrigerator across the hall. Ceil- 
ings are soundproof and an air cool- 
ing system has been so planned that 
air conditioning may be.added when 
finances permit. 

The cafeteria is an L-shaped room 
with ivory walls, green woodwork 
and green venetian blinds. We have 
tried to make this dining room dif- 
ferent from that usually found in the 
hospital. In appearance the room is 
similar to an attractive tearoom. The 
atmosphere is informal and gives a 
sense of relaxation. Benches of soft 
green leather line one wall; chairs 
and tables are finished in an ivory 
tint. Tables are of the pull-up type, 
with glass tops, seating two and four 
persons, respectively. The capacity of 
the cafeteria, including a smaller 
room for officers and doctors, is 
about 50 persons. 


Contrasting Color Scheme 


Colorful curtains with notes of red 
and green supply contrast in the 
cheerful color scheme. China having 
a flowered pattern, green glassware 
and brown fiber trays add to the in- 
viting appearance of the cafeteria. 
Bowls of flowers are a frequent table 
decoration. Pots of ivy decorate the 
wide window sills. Linen napkins 
are used. Counter girls wear tan uni- 
forms with bands of red and green 
on the collar and cuffs. 
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DOROTHY DeHART 


Counter equipment is of stainless 
metal and includes a steam table, a 
silver box, a sink, an ice cream stor- 
age cabinet, a milk urn, a gas and an 
electric toaster, running ice water 


_ and a glass coffee maker with auto- 


matically~filled thermostatically con- 
trolled water tank. 
We have tried to combine self- 


‘service with enough table service to 


eliminate some of the disadvantages 
of the former. Dining room girls are 
concentrated behind the counter 
when the doors open and the line is 
longest. Trays are carried to the 
tables by the personnel. Counter 
girls take turns “circulating” in the 
dining room, removing trays to con- 
venient stands. 


Second Helpings Are Given 


Used dishes are removed from the 
tables as soon as is possible and put 
through a dish pass into the kitchen. 
Second servings of food are taken to 
the tables. This eliminates the neces- 
sity for a return trip to the counter 
after the meal has been started. Cof- 
fee is offered at intervals from glass 
bowls directly from the coffee 
maker; hot water also is passed for 
use with individual tea balls. Milk 
is served at all meals. Both counter 
and dining room are closely super- 
vised by the dietitian and dietitian 
intern. 

Having a small institution and a 
fairly constant census enables us to 
plan and buy closely. A daily meal 
count is taken by counting the num- 
ber of trays used. The record is ac- 
cessible to counter girls so that they 
may refer to the number of persons 
served on the corresponding day of 
preceding weeks. This is an aid in 
setting up the counter. A number of 
our staff have the noonday meal only 
at the hospital, so that the breakfast 
and the supper census is less than 
that at dinner. 

Low cost food planning is neces- 
sary, as well as consideration of labor 
and time involved in food prepara- 
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IT’S HEALTHFUL, APPETIZING DINNERS 
\\ LIKE THIS THAT MAKE THE RY-KRISP 





The dinner shown above is typical of the sub- 
stantial meals permitted with this new 1i200- 
calorie diet planned by recognized authorities 
and used by thousands of physicians. Supplied 
in handy booklet form for distribution to your 
patients, it overcomes the usual objections to 
ordinary reducing diets because: 


1. It provides for a safe average weight loss 
(about % pound per day) without starvation 
methods, supplies adequate minerals and vita- 
mins (with possible exception of 
vitamin D). 

2. It permits the use of the patient’s 


RY-KRISP 


RALSTON PURINA COMPANY 
Dept. MH, 3102 Checkerboard Square 
St. Louis, Missouri 





Name 





Address 





favorite foods, thus assuring rigid adherence 
to the diet. 


3. Itsimplifies food preparation. The patient can 
select from regular home or restaurant menus. 

Ry-Krisp, so important in any reducing diet, 
contributes much to the success of this new low 
calorie diet. Made of whole rye, salt and water, 
double baked, it is safe,delicious and contains only 
20 calories to the wafer. Its high bulk efficiency 
also helps protect against common constipation. 


For free copies of Low Calorie Diet 
and samples of Ry-Krisp use coupon 
below. 


Whole Rye Wafers 





Without obligation, please send 
me samples of Ry-Krisp and copies 
of the Ry-Krisp Low Calorie Diet. 


State 





(This offer limited to residents of the United States and Canada) 
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tion. Good quality food is purchased, 
as the administration thoroughly 
agrees with the dietitian that it is 
poor economy to buy inferior food 
and have it returned for the garbage 
can. Staples are purchased weekly 
and perishables, two or three times 
each week as needed. Good refrig- 
eration and adequate storage space 
are of material help in meal plan- 
ning. 

Two record books are kept; one in 
which all daily invoices are entered, 
the other containing a perpetual in- 
ventory of the storeroom showing 
purchases and daily withdrawals of 
supplies. The latter figures are taken 
from requisition sheets containing a 
list of items issued for each day. 
While this method of cost accounting 
may seem detailed and time consum- 
ing it is well worth the effort and the 
time entailed in keeping records up 
to date. 


Costs at a Glance 


At a glance we may make a com- 
parison of total or unit cost of any 
food for any given period, we may 
check prices of one firm against those 
of another, and we may obtain an 
average daily expenditure for all 
food. Notations may be made on 
quantities bought for future refer- 
ence. No formal system in record 
keeping has been followed but we 
have tried to work out a plan that 
meets our needs and that supplies us 
with the information that we want. 

The menu that is offered in the 
cafeteria is essentially the same that 
was used with waitress service. The 
same food is served to doctors and 
nurses alike. Much time and thought 
are given to the planning of meals. 
Sometimes we wonder whether the 
members of the hospital family real- 
ize just how much time is spent by 
the dietitian on this one phase of 
her job. Variety in desserts, salads, 
garnishes and methods of prepara- 
tion is constantly sought. Relishes 
are served freely because they help to 
dress up the low cost meal. 

One of the comments that is al- 
ways pleasing to the dietitian is: “We 
never know what we are going to 
have to eat when we come in.” No 
set routine is followed. Menus in 
their entirety are almost never re- 
peated. Frequently notes are made 
on menus as they are filed, such as 
“good,” “do not repeat,” “too much 
preparation” and the like. 
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Several new recipes are tried each 
week; satisfactory ones are kept and 
others discarded or changed to suit 
our purposes. A recipe exchange is 
carried on with members of the per- 
sonnel and augments the dietitian’s 
collection. Nurses are asked to give 
suggestions about food to one of 
their group so that these may be dis- 
cussed with the dietitian. Practical 
suggestions always are appreciated 
and are used whenever possible. 
This collaboration adds to the home- 
like feeling that we want in our cafe- 
teria as it gives the staff members a 
part in the food service. Many excel- 
lent recipes are brought in and ex- 
changed for those dishes that we 
serve that are especially popular. 

All edible waste food is weighed 
after each meal by the dish- 
washer and the amount entered op- 
posite the number of meals on the 
census sheet. Food left on plates is 
noted also in clearing tables. Per 
capita waste averages from 1.5 ounces 
to 2.1 ounces per person per day for 
the three meals. If waste is higher 
than the maximum figure the size of 
servings is reduced and an examina- 
tion of the amount and kind of food 
returned on plates is made. Dishes 
unpopular with the majority appear 
on the menu only occasionally. 

Counter girls are taught to gauge 
portions and to inquire whether 
small or large ones are desired. 
Waste is less in proportion at the 
midday meal than at either breakfast 
or supper. This increase at the morn- 
ing and evening meal may be be- 
cause of toast crusts, salad greens and 
the like. The quantity of food left 
on plates may sometimes be reduced 
by changing the location of certain 
items on the counter. We found that 
by placing bread last rather than at 
the beginning of the counter less 
bread was taken and fewer slices 
were returned. 

One of the complaints often heard 
in the small hospital in which the 
same employes must prepare and 
serve all three meals concerns the in- 
adequate and unsatisfying supper. 
We have overcome this difficulty 
somewhat by the careful use of left- 
overs from the dinner meal and by 
planning colorful salads, generously 
served. Salads skillfully mixed and 
garnished can be arranged in a large 
wooden bowl with fork and spoon. 

A cheese tray offers many possibili- 
ties for variety, as does the always 





popular relish plate. Fruit bowls are 
tempting and appetizing on warm 
nights. We serve cold plates almost 
altogether during the summer 
months, and dessert is usually fresh 
fruit, ice cream or ices. Several kinds 
of sandwich fillings in small contain- 
ers, with assorted breads and crack- 
ers, save labor during the vacation 
season as well as help cut waste. 
Nurses and others who report for 
duty at 9 o'clock or those who have 
long days are given the privilege of 
having late breakfast. The cafeteria 
is open from 6:30 to 9:00 a.m. al- 
though only about 30 persons are 
served. While this schedule shortens 
the time for cleaning the dining 
room this service is appreciated. 


Cafeteria Is Popular 


Our cafeteria has been in operation 
only a few months, yet we feel justi- 
fied in saying that it is proving suc- 
cessful. Even those of the personnel 
who were most skeptical of the ad- 
vantages of self-service agree that the 
added attention we endeavor to give 
them obviates many of the reasons 
for the dislike of cafeteria service in 
the hospital. While the menu is the 
same, the privilege of choice, added 
to the opportunity of asking for the 
amount of food desired, seems to 
keep food complaints at a minimum. 

Many interesting studies may be 
made in changing the type of hospi- 
tal food service. Significant among 
those that we have noticed among 
our group are the increase in the 
consumption of milk and vegetables 
and the decrease in that of bread. In 
the small group it is possible for the 
dietitian and counter girls to note 
individual food habits as well as likes 
and dislikes of members of the staff. 
We cannot hope to eliminate all food 
complaints; however, we can study 
them and in many cases make 
changes that result in a better under- 
standing between those preparing 
and serving the food and_ those 
served. 

The small hospital cafeteria offers 
a challenge to the dietitian who has 
ingenuity and imagination, in addi- 
tion to a sound knowledge of pur- 
chasing and food values. She is well 
repaid for the time and effort that 
she and her department expend to 
make meal time pleasurable by the 
appreciation and satisfaction of those 
of the hospital family among whom 
she lives and works. 
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Big and small restaurants everywhere feature deli- 
cious Birds Eye Strawberries on their menus. Give | 
your customers a treat by serving them now out of 
season. They come in 212 pound packages, all ready 
to serve. And not expensive, either, when you con- 
sider how they convert occasional patrons into steady 
customers. Remember . . . Everybody Likes Straw- FROSTED 

berries—especially Birds Eye! Order some from your Reg. U. S. Pat. Off. | 
local Birds Eye Distributor today. This is only one FROSTED FOODS SALES CORP. 
of 30 different Birds Eye Fruits and Vegetables. 250 PARK AVENUE * NEW YORK CITY 
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Contacts for Stimulation 


MARY E. SMITH* 


M** and lengthy articles are 
written about the dietary de- 
partment, its equipment, the pur- 
chase and handling of foods and the 
training of employes for this work; 
but of the dietitian as an individual 
we seldom hear. The very fact that 
she is accepted as the proverbial hub 
around which the spokes revolve in- 
creases the danger that she will be- 
come just that: inanimate, mechani- 
cal. In that direction lies destruction 
of individuality and individual efh- 
ciency. 

There is much discussion about 
preparing a dietitian for her work by 
taking college courses or internships, 
but when she becomes a finished 
product and obtains a job she is of 
no further interest, except insofar as 
she is able to produce desired results 
in her individual department. It is a 
good bet that in nine out of ten cases 
she ultimately subsides into a rut. 

I should be interested in the an- 
swers to a questionnaire addressed to 
the employed hospital dietitian, pro- 
pounding questions as to how well 
she is actually keeping up profession- 
ally and in a general way with what 
goes on around her and as to how 
much interest she is taking in activi- 
ties outside her ordinary work day. 

My guess is that the answers, if 
they were honest, would reveal that 
the average dietitian, if she is doing 
her job at all well, enjoys her work 
and her hospital contacts, takes a 
moderately active part in her profes- 
sional organizations, reads the head- 
lines of the daily newspapers, glances 
over the articles in one or two profes- 
sional journals, keeps up with several 
continued stories in current maga- 
zines, sees an occasional movie and 
“lets the rest of the world go bv.” 

What are you doing to avoid stag- 
nation? Do you have a workable 
library with reference books on inter- 
nal medicine, physiological chemis- 
try, bacteriology, physiology, avitam- 
inoses and clinical allergy as well as 
academic and medical dictionaries 
and the latest really good works on 
nutrition and diet therapy? Excel- 


*Chief dietitian, Memorial Hospital, Hous- 
ton, Tex. 
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Checking lists in the dietitian’s office at Memorial Hospital, Houston, Tex. 
Left to right are Mary E. Smith, Blake Patrick and Patricia Harden. 


lent additions to any library are a 
book of quotations, a book of syno- 
nyms, an atlas and a letter writer’s 
manual. What is more to the point, 
how many of you know what books 
are in your libraries? 

It is not wise to subscribe for more 
professional periodicals than it is pos- 
sible to read; rather, select a few 
good ones that cover the field gen- 
erally and read them. Set aside one 
hour a day for professional reading 
and you will be surprised how soon 
that will not be enough for the read- 
ing you want to do, because as you 
read current articles, with good ref- 
erence books at hand, you will want 
to delve into the “whys and where- 
fores” of things that are only lightly 
touched on in the article. 

But don’t concentrate on the tools 
of the trade. You are already paying 
for a newspaper; read it. Select two 
or more of the splendid periodicals 
that give you so efficiently the world 
news and synopses of various discus- 
sions in brief, concise form, and read 
them. Perhaps you have forgotten 
how stimulating good reading can be. 

Then when you sit down with 
your household journals, have a pair 
of scissors and a scrap book at hand 
for cutting and pasting attractive 
table and tray setups and interesting 
new food suggestions. Don’t put it 
off until tomorrow, because tomor- 
row you will surely have discarded 
the magazine or forgotten where the 
suggestion was. 

Every dietitian is a college grad- 


uate and, therefore, eligible to some 
college alumnae group. I know that 
the time element enters in to elimi- 
nate the possibility of attending fre- 
quent gatherings but perhaps there is 
a book review section one evening a 
month. Membership in such a group 
seems to me an excellent means of 
keeping in touch with those outside 
the profession and gleaning some 
more information about what goes 
on in the world of books at a mini- 
mum expenditure of time. 

Whether it is the American Asso- 
ciation of University Women, a col- 
lege sorority alumnae chapter, a 
church or a group of friends that you 
meet regularly for some game or 
sport, every dietitian should keep up 
contacts with women so far removed 
from her line of work that she is 
prohibited from talking “shop.” 

Do you have a hobby? Every busy 
person should have. It is like choos- 
ing your electives in college, part of 
a well-rounded schedule, no less nec- 
essary because it is something you 
really like. Have you ever let your- 
self become sufficiently interested in 
anything not on the required list to 
let it really get hold of you or are 
you just a “twiddler”? 

I know one dietitian who has a 
most interesting collection of menu 
cards. This is an inexpensive hobby 
that goes hand in hand with the job. 
Or perhaps you would like to invest 
a bit in something that goes far 
afield, something artistic, such as 
etchings, figurines or old glass. 
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Miss Mary Jo Merrett, Chief Dietitian, 
BY T 4 - Harris Memorial Methodist Hospital, 
Fort Worth, Texas. This is one of the 


more than 1800 hospitals equipped 
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Partial view of the battery of Ideal Food Conveyors 
on regular duty at Eloise Hospital, Eloise, Michigan. 


50-patient bulk food service 
model, 
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Private Room Tray 






























Consommé, pork chop, mashed potatoes, carrots julienne, peach 
salad, bread and butter, ice cream with chocolate sauce, coffee. 
—Prepared by Evelyn Anderson, formerly chief dietitian, Passa- 
vant Hospital, Chicago. 


Rolled Shoulder of Lamb 


















































Have a lamb shoulder boned and rolled at the market. Season 
it with salt and pepper. Place the fat side up on a rack in an 
open roasting pan. Do not add water and do not cover. Insert 
a roast meat thermometer so that the bulb reaches the center of 
the roast. Place in a slow oven (300° F. to 350° F.). When the 
thermometer registers 175° F. the lamb will be medium done; 
at 182° F., the lamb will be well done. — Inez Searles Willson, 
National Livestock and Meat Board, Chicago. 
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® Dealers in “repackaged” foods and 
others who might care to tamper with 
a nation’s groceries now have a new 
enemy to face—the spectrograph. By 
its use, manufacturers who fear that 
their trade names are being taken in 
vain can now check simply, quickly 
and effectively on whether a product 
actually sold is the real article. 

Use of this spectrograph for this pur- 
pose was reported to the Food Tech- 
nology Conference, meeting at the Mas- 
sachusetts Institute of Technology, by 
Prof. George R. Harrison of M.I.T. 

In addition to safeguarding public 
health from possible dangerous con- 
tamination the device protects the pub- 
lic from adulterated foodstuffs. Food 
packers can put in their products quan- 
tities of a harmless substance so small 
that only the spectrograph will detect 
it. Later, a rapid check will enable 
the packers to learn whether a package 
bearing a particular brand name is the 
real article by showing them whether 
that tiny impurity is present. 


® A beautifully illustrated and helpful 
recipe booklet has been published re- 
cently by The Junket Folks, Little 
Falls, N. Y. It contains some splendid 
recipes for desserts and ice creams for 
children and invalids. 


© A delicious way of using left-over 
veal or lamb is to combine it with fruit 
in a salad. Either of these meats mixed 
with bananas and pineapple makes a 
new and different salad. 


© Two dietitians who have recently ac- 
cepted positions in small hospitals and 
who are doing interesting work in or- 
ganizing the dietary departments are 
Helen Wickert, at Graham Hospital, 
Canton, Ill., and Eleanor McKnight, 
Milford General Hospital, Milford, Del. 
Miss Wickert returned to Battle Creek 
College, Battle Creek, Mich., and _re- 
ceived her degree in June, after having 
had charge of the Y.W.C.A. cafeteria 
for one year. Since the closing of Battle 
Creek College, Margaret Ritchie has 
been appointed professor of home eco- 
nomics at the University of Idaho. 


® Beginning a new year by trying to 
follow in the footsteps of one who has 
done so excellent a job as has Anna E. 
Boller in the conduct of “Food Service” 
is a challenge indeed. However, no ef- 
fort will be spared to supply the best 
and most useable food material avail- 
able during the coming year. If you 
have any ideas or contributions, don’t 
hesitate to send them along. They will 
receive a hearty welcome.—Dorotny 


De Harr. 
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:]' In the Arthritedes 


-ERTRON 


not merely massive 


ict 


dosage of Vitamin D 


Extensive experience in the treatment of arth- 
ritis with massive dosage of vitamin D has 
demonstrated that maximum therapeutic effect 
is not obtainable with all types of vitamin D. 
This observation, made by practically every 
investigator working in this field, applies espe- 
cially to fish oil concentrates and to irradiation 
products. 


1 


Ertron — high dosage vitamin D in special 
form — was the medication used in virtually 
every published study reporting prompt disap- 
pearance of pain, increased joint mobility, de- 
creased periarticular edema and induration, and 
calcium deposition in rarefied bone. Ertron has 
been used with outstanding success in every 
type of arthritis in an amazing percentage of the 
cases treated, and appears to be the only source 
of vitamin D capable of producing these favor- 
able joint changes. Though it is considered 
contraindicated in deranged calcium meta- 
bolism, not a single case of hypercalcemia has 
been reported in the published literature. 





Hospital Superintendents and Pharmacists are invited to send for 
reprints of published literature and for special price list applying to 
hospitals and institutions. 








NUTRITION RESEARCH LABORATORIES, Inc. 
332 S. Michigan Ave. Chicago 
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February Menus for the Small Hospital 


Helen M. Druley 
Dietitian, Kingston Hospital, Kingston, N. Y. 


BREAKFAST LUNCHEON OR SUPPER 


Day 


Fruit 


1. Grapefruit or 
Orange Juice 


2. Tomato Juice 


3. Bananas or 
Pines apple Juice 


4. Gr spe fruit 


5. Oranges 


6. Orange Juice 
7. Apple Sauce or 
Grapefruit Juice 


8S. Dried Apricots or 
Gr: apejuice 


9 Grapetruit or 
Tomato Juice 


10. Tangerines or 
Grapefruit 


11. ‘Pineapple Juice 


12. Grape fruit 

13. Prunes or Gee ape ireit 
Juice 

14. Thnanseines or 
Grapejuice 





15. Grapefruit or 
Orangejuice 

16. Orange and Grapefruit. 
Sections 


17. Bananas 





18. Pineapple Juice or 
Orange Juice 





Soft Boiled Eggs 


Ora ange » Mors mi: ial aie 


Canadian Bacon 


Main Dish 


Bacon 
Se sonable d E gES 


ia hed Egg on Rusk 


Bacon 


Chis iiasielens 


Scrambled Eggs 
Bacon 
Poached Egg on Rusk 


Bacon 


Bacon 


Penchied Ree on Rusk 


Soft Cc lentil Eggs 


Scrambled Eggs 


Bacon 


Main Dish 


Chow Mein or 
Lamb Chop 


c reamed Dried Beef 


| Clam Chow hen or 


Mushroom Soup 


Broiled Tomato and ‘nen 
Cc mnaned iene and 
Peas on Rusk 





Cc hic ken Croquettes 


Rimeweiek Stew or 
Curried Vegetables 


Esecalloped Salmon and 
Potatoes or Lan.b Chep 

It: alian ay aghetti or 
Broiled t.am and 
Asparagus 








Creamed Swee airenda« on 
Toast or Mushroom 
Omelet 





Chicken Salad Sandwich 





Choppe ed I Beef on Toast 





ete Eggs or 
Veal Chop 





Potatoes or Substitute 


Rice 


Baked Potato 








Baked a 


Rice 


Tomato Soup 


‘Saket Pota ato 


Brown Rice | 


Green nie ins 


Cream of Ces orn 


Buttered Peas 


Potato Soup 





Baked etetn 








Creamed Cauliflower 


Salad or Relish 


Dessert 





French 
Tomezto 
Salad 


Lettuce, 
Dressing or 
and Endive 





Celery Hearts 


Peaches or Pears 


Baked Apple 





olded Pear or 
Molded P 


Tomato o Sale ad 





Royal Ann C Siesioin or 
Sliced Peaches 





Dane 





Apricots or Nectarines 








Lettuce, 
Dressing 


Raiden 








Tomato Salad 





Applesauce, Cookies 


Figs 





Prune and Dimas or 
Apricot and Banana 
Salad 
Stuffed Celery or 
Endive Salad 


Lettuce, 
Dressing or 
tion Vegetable 

Grapefruit or 
Cherry-Nut Salad 


French 
Combina- 
Salad 


Houp 


Pineapple and C heese 
Salac 
Asparagus 





Tomato Aspic or 


Endive, French Dressing 


Raspberries or 
Ice Cream 


P worm or Ponieain 


Royal Ann C Senicine or 
Peaches 





Baked Apple or 
Apricots 





Pear s 





Apricots 





Apple Sauce or 
Fruit Cup 





Mixed Vegetable Pie 


Cream of Mushroom 


Soup 


Date and Pineapple 
Salac 





Oyster Stew or 
Cottage Cheese 


Baked Potato 





Lamb Stew or Broiled 
Liver and Bacon 


Hot Biscuits and Jam 





Macaroni and Cheese 


Soup 


Cream of Tomato 


Or: ange and Banana 
Salad 


WwW akdunt or pa ir Pian 
Salad 








Combination Vegetable 
Salad 





Spanish Omelet or 
Veal Cutlet 


Baked Potato 





19. Oranges 





Black Currant Jam 


Creamed Ham and 
Mushrooms on Toast 


Potato Soup 


Stuffed Pear or Orange 
and Grapefruit Salad 


Goldenglow Salad 

















20. Grapefruit or 
Grape Juice 


Soft Cooked Eggs 





21. Dried Apricots or 
Orange Juice 


Bacon 


Creamed Chicken on Toast 
or Broiled Sweetbreads 
and Bacon 


Rice 


Beet, Potato, Celery, 
Mustard Dressing 





Cheese Fondue or 
Broiled Meat Patty 


Buttered Cauliflower 








22. Tangerines or 
Grapefruit 





Poached Egg on Rusk 





23. Pineapple Juice or 
-runes 


Bacon 


Spanish Rice or 
Salmon Loaf 


Buttered Peas 


Lettuce, French 
Dressing 


Peaches or Black 
Bin. Cherries 


Fresh Rhubarb or 
Ice Cream 

WwW “hole Peeled Apricots 
or Baked Custard 





Pineapple or 
Nectarines 





Plums or Peaches 





Royal Ann Cherries 





Raspberries or 
Nectarines 


Royal Ann Cherries 





Stuffed Celery, Carrot 
Strips or E ndive, 
French Dressing 


Peaches or Ice Cream 





Eggs 4 la Goldenrod or 
Lamb Chop 


Baked Potato 


Pineapple and Marsh- 
mallow or Orange and 
Grapefruit Salad 


Cup Cakes or 
Caramel Pudding 





24. Orange Juice or 
Grapefruit Juice 


Scrambled Eggs 


Escalloped Oysters or 
Rice Omelet 


Buttered Asparagus 


Lettuce, Russian 
Dressing or Molded 
Cranberry Salad 


Apricots or Black 
Bing Cherries 








25. Applesauce 


Bacon 


Creamed Dried Beef 
on Toast 


Baked Stuffed 


Potato Fruit Salad 


Baked Apple 





26. Grapefruit 


Strawberry Preserves 


Corn Pudding, Bacon 


Cream of Pea Soup 


Stuffed Prune Salad 


Pears and Cookies 





27. Oranges or Bananas 


Soft Cooked Eggs 


Escalloped Turkey and 
Vegetables 


Potato Soup 


Grapefruit Salad 


Baked Custard 





28. Oranges 


Canadian Bacon 





Spinach Timbale, 
Cheese Sauce 


Potato Soup 


Deviled Egg Salad 


Pineapple 








Recipes will be supplied on request by The Mopern Hospitat, Chicago. Space precludes listing of cereals, several varieties 


of which are always offered for breakfast. 
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RECENT ADVANCES IN THE SCIENCE OF NUTRITION 


V. Factors Affecting the Vitamin C Contents of Foods 


@ Recent development of the chemical meth- 
od for estimation of ascorbic acid (1) has 
permitted more thorough study of factors 
determining the vitamin C contents of foods. 
Circumspectly used, the 2, 6 dichlorphenol- 
indophenol or “‘indicator”’ titration method 
for vitamin C determination has proven an 
invaluable tool in this phase of research. 


cooking methods are attended by losses of 
this essential dietary factor (2). 


Briefly, preservation of vitamin C in foods 
between harvesting and consumption is 
essentially a problem of preventing or re- 
ducing oxidation, either enzymatic or at- 
mospheric. In addition, physical or solution 








CS or Misael . . . 
losses must be minimized in preparation of 
nad It is now apparent that the vitamin C con- the food for the table. It is pertinent to note 
a tent of food at the time of consumption is that modern commercial canning proce- 
conditioned, first, by the initial ascorbic acid dures are well adapted to control both these 
content of the food at the time of harvest- chemical and physical losses of vitamin C (3). 
ay ing | whic y , 
i oe by ie ee to spr The use of prime raw stock and quick 
) if . 
a — = nd ge ee the time ™ transport to the cannery after harvesting; 
eee qarves o ) m . . . . 
Ea Se re eee eS rapid inactivation of enzymes through heat 
= The initial vitamin C level in raw foods has treatment; and large scale automatic opera- 
S or been found to depend on factors such as tions with minimal exposure to air, are basic 
variety, maturity and growing conditions practices common to all modern canning 
(2). Under usual conditions of food crop procedures. All serve to check oxidative 
production, such factors are only partially losses of the initial ascorbic acid present in 
ae subject to human control. However, the raw foods. In addition, during canning, the 
a factors influencing vitamin C in foods from foods are cooked by the heat process while 
y harvesting until consumption are capable contained in the sealed can. The liquid 
of closer regulation by man. within the can, therefore, retains vitamin C 
_ ; ee which has been removed from the food 
For example, it is known that long storage nn en 
aie at improper temperatures adversely affects y , 
the initial ascorbic acid contents of foods. Researches have shown that many com- 
—— Even at refrigeration temperatures raw mercially canned foods are to be listed 
Ots o . . 
a foods may lose substantial amounts of vita- among the most valuable contributors of 
7 min C during storage. Rough handling— vitamin C to the diet of the American people 
- which causes rupture of vegetable tissue— (2, 3, 4). Such findings demonstrate the 
is also conducive to vitamin C loss espe- effectiveness of modern commercial can- 
— cially when followed by improper storage. ning procedures in preservation to the high- 
Certain metals will catalyze vitamin C de- est practical degree of the initial vitamin C 
its struction and even commonly used home- contents of foods. 
n 230 Park Avenue, New York, N. Y. 
a (1) 1932. Ztschr. f. Untersuch. d. (3) 1932. Ind. Eng. Chem. 24, 650. 
Lebensmitt. 63, 1. (4) 1938. J. Amer. Med. Assn. 110, 650. 
1933. J. Biol. Chem. 103, 687. 1937. Bull. 19-L Nat'l. Canners Assn., 
~ (2) 1938. J. Amer. Med. Assn. 111, 1290. Washington, D. C., 4th Ed. 
_ We want to make this series valuable to you, so we ask your help. Will you | astoneae 
\ ° . . r ASS 
tell us on a post card addressed to the American Can Company, New York, 
N. Y., what phases of canned foods knowledge are of greatest interest to you? 
" x <i f : “ ae The Seal of Acceptance denotes that 
Your suggestions will determine the subject matter of future articles. This is : , 
=o : : ‘i é the statements in this advertisement 
the forty-fourth in a series, which summarize, for your convenience, the con- are acceptable to the Council on Foods 
clusions about canned foods reached by authorities in nutritional research. of the American Medical Association. 
es 
\L Vol. 52, No. 1, January 1939 39 








re 


U 











mn re NRE 





Monthly News Review 





Vol. 52 


January 1939 


No. | 





A.M.A. Indicted by Special Grand Jury 
for Conspiracy and Restraint of Trade 


In a suit that is without precedent 
in the history of American medicine, 
a federal grand jury in Washington, 
D. C., on December 20 returned in- 
dictments against the American Medi- 
cal Association, the District of Colum- 
bia Medical Society, the Washington 
Academy of Surgery and the Harris 
County (Texas) Medical Society of 
Houston charging conspiracy and re- 
straint of trade in contravention of the 
anti-trust laws. 

In addition to the medical societies, 
indictments were returned against 21 
physicians who are officers of the 
American or the District of Columbia 
medical societies. The national officers 
indicted included Dr. Morris Fishbein, 
editor, Journal of the American Med1- 
cal Association; Dr. Olin West, secre- 
tary and general manager; Dr. William 
C. Woodward, director of the bureau 
of legal medicine and legislation; Dr. 
William D. Cutter, secretary of the 
council on medical education and hos- 
pitals, and Dr. Rosco G. Leland, di- 
rector of the bureau of medical eco- 
nomics. 

The charges declare that the de- 
fendants combined and conspired to 
prevent Group Health Association, Inc., 
of Washington, D. C., from arranging 
for the provision of medical care and 
hospitalization for its members and 
their dependents. One of the methods 
by which this is alleged to have been 
done is by bringing pressure upon the 
hospitals to deny staff privileges to any 
physician who is employed by Group 
Health Association. Another method 
charged is the preventing of physicians 
on the association staff from obtaining 
consultation with any member of the 
district medical society. 

In discussing the investigation that 
preceded this indictment, the board of 
trustees of the A.M.A. reported to the 
house of delegates at the special ses- 
sion last September that “the statement 
has been made repeatedly that the 
A.M.A. welcomes investigation by any 
authorized agency of the nature of its 
organization, of its methods of work, 
of the conduct of its affairs and of its 
activities, firmly reliant on the belief 
that every action taken by the asso- 
ciation has been in accordance with its 


100 


| constitutional organization in the in- 
terest of the public welfare, and for 
_advancing the standards and quality 





of medical service for the American 
people; and that at no time has it vio- 
lated the established law of the federal, 
state or municipal governments of this 
country. Moreover, by the very nature 
of its organization, it has observed con- 
stantly the democratic principles on 
which the government of the United 
States is founded and maintained.” 





Ask Clinic Service for 
Persons on Relief Rolls 


A strong demand that relief clients 
be permitted to attend out-patient de- 
partments as well as physicians’ pri- 
vate offices and that such clinic service 
shall participate in the state medical 
care program for the indigent was 
voiced recently by the Hospital Asso- 
ciation of Pennsylvania. The associa- 
tion stated that it was more concerned 
with establishing the principle that 
clinics should participate in the pro- 
gram than it was in setting a high fee 
for the service and suggested that a 
minimum fee of $0.50 be adopted. 

This demand is made, it was stated, 
so that the relief program shall not 
have the effect of subsidizing one par- 
ticular kind of medical care and to 
preserve for clinic patients the right 
to choose clinics if they prefer. The 
association and the state medical society 
are considering the problem jointly. 





Hospital Gets $575,000 Gift 


Public acknowledgment of a $575,- 
000 gift to Passavant Memorial Hos- 
pital, Chicago, was made at special 
ceremonies at the hospital recently. The 
donor was Edith L. Patterson of Ster- 
ling, Ill., and the gift was in memory 
of her brother, Floyd Elroy Patterson. 

The gift, together with certain funds 
in the possession of the hospital, was 
used to liquidate the mortgage indebt- 
edness. It also enabled the hospital to 
devote the sum of $12,000 a year to 
conduct further study in the field of 
cancer research and also to relieve the 
suffering of cancer patients. 





Speakers Named for 
Minnesota Institute 
for Administrators 


Ada_ Belle McCleery, C. Rufus 
Rorem, E. A. Van Steenwyk, A. F. 
Branton, E. S. Mariette, Dr. Arthur C. 
Bachmeyer, Dr. William A. O’Brien, 
Melville H. Manson and Dr. Malcolm 
T. MacEachern are among the na- 
tionally known hospital authorities who 
will lecture at the Institute in Hospital 
Administration to be held at the Con- 
tinuation Center, the University of 
Minnesota from January 23 to 28. 

This institute, which is an_ out- 
growth of the three day institute held 
for the last two years by the Minnesota 
Hospital Association, is sponsored by 
the university, the association and the 
American College of Hospital Admin- 
istrators. In addition to providing suit- 
able quarters, the university faculty 
will be drawn upon for nine of the 
lecturers. Field trips to the Twin City 
hospitals are being arranged and 
round table discussions each afternoon. 
Tuition for the course is $15 and the 
entire cost including room and meals is 
approximately $25 to $28, depending 
upon accommodations chosen. 

Other institutes planned for the uni- 
versity’s Continuation Center are as fol- 
lows: record librarians, January 30 to 
February 1; dietitians, February 13 to 
15, and medical social workers, Feb- 
ruary 22 to 24. 





St. Vincent's Modernizes 


Completion of a $700,000 modern- 
ization program at St. Vincent’s Hos- 
pital, Erie, Pa., is set for next July. 
The extensions consist of an air con- 
ditioned 60 bed maternity home, a 
diagnostic clinic and laboratory, and a 
power house and laundry, all of which 
will adjoin and will be connected by 
means of underground passageways to 
the main hospital. The capacity of the 
hospital will be increased to nearly 


300 beds. 





Syphilis Campaign Has "Day" 

National Social Hygiene Day will 
be observed throughout America on 
February 1. Some 5000 meetings to 
highlight community campaigns 
against syphilis and to call attention 
to the next steps in combating the 
disease are scheduled. 
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Rats are among 
the small animals used 
in testing vitamins 


ELIT LILLY AND COMPANY 








Vitamin ‘Therapy has made such rapid progress 


that it has become an important factor in medical practice. So many vitamin 
products are offered for sale, so many claims are made for their therapeutic 
value, that the subject is somewhat confusing. The element of chance is removed 
when Lilly is specified. Lilly Vitamin Preparations are biologically tested accord- 


ing to approved methods. Their strength and uniformity are guaranteed. 


A Partial List of 
Lilly Vitamin Preparations 


Recommended for use under 
professional direction only 


‘Betalin 1’ 
(Vitamin By, Lilly) Pulvules 


‘Betalin Compound’ 
(Vitamins Bi and Bz Complex, Lilly) Pulvules 


‘Betalin S’ 
(Synthetic Vitamin By, Lilly) Ampoules 


‘Betalin S’ 
(Synthetic Vitamin By, Lilly) Tablets 


Calcium Gluconate 
with Vitamin D, Lilly, Tablets 


‘Cevalin’ 
(Vitamin C, Lilly) Ampoules 


‘Cevalin’ 
(Vitamin C, Lilly) Tablets 


Dicalcium Phosphate 
with Vitamin D, Tablets 


‘Hepicoleum’ 
(Vitamins A and D, Lilly) Globules 


‘Hepicoleum’ 
(Vitamins A and D, Lilly) Liquid 


‘Hepicoleum Compound’ 
(Vitamins A, By, Be, C, and D, Lilly) Globules 


‘Melvaron’ 
(Malt Extract, Vitamins, and Iron, Lilly) 


Wheat Germ Oil, Lilly 


PRINCIPAL OFFICES AND LABORATORIES © INDIANAPOLIS, INDIANA, JU. S. A. 
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Hospitals Obtain More Than $813,340 in 
Five Successful Fund-Raising Campaigns 


Five successful hospital fund-raising 
campaigns have been reported recently. 


The Homeopathic Hospital of Mon- | 
treal, Quebec, sought $250,000 to liqui- | 


date indebtedness, provide a nurses’ 
home and an increase in bed capacity 
and to extend out-patient facilities. 

Although the campaign’s opening 
came simultaneously with the darkest 
period in the recent “war scare,” the 
effort developed into a marked com- 
munity success. It resulted in October 
in an oversubscription of more than 
$54,000. Nearly a thousand volunteers 
helped in the campaign. 

Facing serious debt problems, the 
Providence Hospital and the Good 
Samaritan Hospital of Sandusky, Ohio, 
although the former is a Catholic and 
the latter a nonsectarian institution, 
made common cause of their needs and 


formed the Sandusky Hospitals Coun- | 


cil, Inc., to raise a fund of $100,000. 
They agreed to divide the fund 
equally. Strong trustee leadership cre- 
ated widespread community support 











from a group of new-found friends re- | 


sulting in a $6000 oversubscription in 
a campaign which closed four days 
ahead of schedule. 

The Newton Hospital of Newton, 
Mass., had postponed the effort to 
raise funds for a new nurses’ home for 
the last ten years. Finally the need be- 
came so acute that the trustees de- 
cided last spring to make a_ public 
appeal. A fund of $242,000 was raised 
and construction is now under way. 
These three campaigns were directed 
by Ward, Wells and Dreshman. 

The Northern Liberties Hospital, 
Philadelphia, of which Nellie A. Gealt, 
R.N., is administrator, recently cele- 
brated the attainment of subscriptions 
of $110,000 in a campaign for a $75,000 
goal. 

Public spirited citizens raised a fund 
of $51,340 recently to save the Allen 
Memorial Hospital at Waterloo, Iowa, 
from foreclosure. The money will meet 
outstanding debts with the exception 
of about $80,000 that is assumed by 
the Lutheran Good Samaritan Society, 
which will take over the hospital. 





Associated Hospital 
Service of New York 
Has Feathers in Cap 


A clear-cut stand in support of the 
Associated Hospital Service of New 
York was taken by a resolution of the 
Greater New York Hospital Associa- 
tion passed on November 25. The as- 
sociation pointed out that its member 
hospitals had helped to start Associ- 
ated Hospital Service, that they have a 
voice in its management, and that its 
terms and conditions are superior to 
other plans. 

For these reasons the member hos- 
pitals “are not in a position to render 
similar participation and support to 
other plans providing cash indemnities 
to cover hospital expenses. Moreover, 
they are not in a position to enter into 
similar arrangements with other plans 
that are not approved by the American 
Hospital Association and do not oper- 
ate under the provisions of the special 
enabling act.” 

The association also established the 
policy of giving to other hospital care 
insurance plans that are approved by 
the American Hospital Association the 
same terms for service as are given to 
the New York plan. If the other ap- 
proved hospital care insurance plans 
pay at a lower rate than the New York 
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plan, the hospitals will collect the dif- 
ference from the patient. 
This strong support was a second 


feather in the cap of the New York | 


plan within the week. Four days 
earlier, on November 21, the New 
York plan enrolled its millionth sub- 
scriber, having attained this goal in 
just over three and one-half years. 





Frankford Opens Maternity Wing 


Appropriate ceremonies attended the 
dedication of the new maternity wing 
of the Frankford Hospital, Frankford, 
Pa., a modern fireproof building with 
a bed capacity of 50 including private 
rooms, semiprivate accommodations 
and two small wards. The south end 
of the ground floor is devoted to clinics, 
and the north end contains the patho- 
logical laboratory. Elsie L. Miller is 
superintendent. 





Hospital Unit for Negroes 


A two story fireproof hospital unit 
for Negroes has been started as part 
of a $191,000 construction program at 
the Julius Marks Sanatorium. The new 
unit, which will be for treating tuber- 
culous patients, will cost approximately 
$57,300. Forty-five per cent of the cost 
of the building program will be han- 
dled by P.W.A. 


X-Ray Test Will Be Given 
to New York Relief Clients 


A mass effort to curb tuberculosis 
among poverty-stricken families, 
through x-ray examinations of the 
529,000 men, women and children on 
home relief in New York City was 
announced recently by Mayor La 
Guardia. No campaign of equal mag- 
nitude has ever been attempted in the 
past, the mayor told reporters after he 
watched four persons a minute pass 
before the x-ray machines at a W.P.A. 
tuberculosis clinic. The records kept 
will be “unusually complete,” the 
mayor said, and a full checkup will be 
made on the families and close friends 
of persons found to be infected. 





Refurnishing Started at 
Good Samaritan Hospital 


Redecoration and refurnishing of en- 
tire sections of Good Samaritan Hos- 
pital, Phoenix, Ariz., hiring of addi- 
tional personnel and purchase of new 
equipment are going forward as the 
result of one of the best seasons this 
hospital of 170 beds has ever had. 
J. O. Sexson, superintendent, in an- 
nouncing the development program 
which follows a $25,000 modernization 
program of less than a year ago, said 
he would enlarge the school of nurses. 
The hospital has one of the few en- 
tirely fireproof storage vaults for x-ray 
films possessed by hospitals in the far 
west. The vault is placed on top of the 
hospital and reached by an elevator. 





St. Clare's Dedicates New Building 


More than a thousand persons at- 
tended the dedication ceremonies of the 
new pavilion in St. Clare’s Hospital, 
New York, at which Mgr. Michael J. 
Lavelle, vicar general of the archdio- 
cese of New York, officiated. The 
pavilion is six stories high and is the 
first of two additions to the hospital. 
The other building will be built for 
the out-patient department and a nurses’ 
residence. Robert J. Reiley is the archi- 
tect. 





Carolyn E. Gray Dies 


Carolyn E. Gray, long a leader in 
| nursing circles, died December 29 in 
| Miami, Fla. Miss Gray was editor of 
| 





| the nursing department of The Mop- 
| ERN Hospitat from August 1918 to 
| February 1927. As first dean of the 
| school of nursing at Western Reserve 
| University, she sprang into national 
| prominence. She has held various other 
_ important educational and administra- 
| tive positions since that time. 
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FOR THE MODERN HOSPITAL PHARMACY 


~, ACcerTeD 


A convenient dispensing package con- 
tributes materially to the efficiency of 
the modern hospital pharmacy . . . The 
special Petrolagar Hospital Unit is an in- 
dividually packed and labeled container, 
ready for immediate dispensing without 
additional pouring, filling or repackaging. 


When Petrolagar is prescribed, it can be 


Potrolagar 


Rob of Pagrase 





quickly and accurately dispensed by the 
hospital pharmacist . . . Ask the members 
of your staff to specify the Petrolagar 
Hospital Dispensing Unit. All five types 
of Petrolagar are available at a price 
comparable to that of plain mineral 


oil . . . . Petrolagar Laboratories, Inc., 


8134 McCormick Blvd., Chicago, Illinois. 


Petrolagar ... Liquid petrolatum 65 cc. emulsified with 0.4 Gm. agar ir a menstruum to make 100 ce, 
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Cooperation and Unified Management 
Recommended for 5 Rochester Hospitals 


Because the five voluntary hospitals 
participating in the community chest 
of Rochester, N. Y., have failed to 
cooperate, an unnecessarily heavy bur- 
den of cost has been placed on both 
patient and community, it is charged 
by Dr. Carl E. McCombs in a survey 
of certain administrative functions of 
these Rochester hospitals. 

The report states that economies 
might be possible through unified man- 
agement of certain business functions. 

Included in the survey were Roches- 
ter General Hospital, St. Mary’s Hos- 
pital, Highland Hospital of Rochester, 
Inc., Genesee Hospital and Convales- 
cent Hospital for Children. 

Chief findings include: 

1. Since the inauguration of the 
Rochester Hospital Service Corporation 
insurance plan hospital incomes from 
paying patients have increased greatly. 

2. Hospital expenditures for all pur- 
poses have increased a net 16.6 per 
cent since 1931-32. Expenditures for 
personal services increased only 10.8 
per cent in the same period, while ex- 
penditures for services other than per- 
sonal increased during this time a net 
of 25.1 per cent although patient days 
increased only 13.6 per cent. 

3. Serious losses have been caused by 
the hospitals’ failure to prevent and col- 
lect delinquent accounts. An attempt 
is now being made to collect these ac- 
counts, yet nearly $200,000 has been 
written off the books within the last 
three years. 

4. Hospital budgets are based on an 
accounting method that is not adapted 
either to good budgeting or to proper 
accounting. 

5. Hospital statistics of patients and 
their distribution by character and ex- 
tent of service rendered and of pay- 
ment therefor are inadequate to permit 
effective planning of hospital facilities 
and their use. 

6. The average length of stay of all 
insured medical and surgical patients 
in the hospitals is less than that of 
uninsured medical and surgical pa- 
tients by one and one-half days. 

7. Analysis of purchasing and con- 
trol methods in the handling of sup- 
plies, materials and equipment shows 
disregard of business practice. 

8. Ambulance service within the city 
is handled extravagantly and _ inefh- 
ciently, seven stations and eight ambu- 
lances being in use at a cost of ap- 
proximately $50,000 annually. 


9. Personal service is administered 
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uneconomically. No method of select- 
ing efficient employes is provided, rec- 
ords of employes are not kept and 
positions and titles are not clearly de- 


fined. 





$50,000 Pledged at Dinner 


Dinners still are good devices for 
fund raising, as the committee for the 
Brooklyn Hebrew Home and Hospital 
can attest. At a recent dinner $50,000 
was pledged to provide equipment for 
the new $600,000 addition to the in- 
stitution, which was completed a year 
ago but which has not been occupied 
because there was no equipment fund. 





Voluntary Health Insurance 
Plans Appear in New Forms 


New forms of voluntary health in- 
surance sponsored by medical societies 
have been formulated and proposed in 
many sections of the country in the 
last two months. Among other medical 
societies to make such proposals are 
those of New York State, District of 
Columbia, Cleveland, Utah, California 
and Colorado. 

Details of the plans vary widely from 
state to state. The plans sponsored by 
the New York State Medical Society, 
acording to statements by Dr. Charles 
Gordon Heyd, will consist of a cash 
indemnity only. For $1 per month the 
subscriber would be entitled to indem- 
nification for physician’s bills up to 
$150 while $2 per month would protect 
him up to $300 and $35 a year would 
give a maximum protection of $500. 

The California plan, which was ap- 
proved by the state association’s house 
of delegates on December 17, would 
provide medical service instead of in- 
demnification, according to newspaper 
reports. Physicians would be paid on 
a unit basis, with the cash value of a 
unit depending upon the income of the 
central fund. The estimated cost is 
$2.50 per person per month. No pro- 
vision is made for family dependents. 





Construct Pittsburgh Hospital 


Work has been started on the $2,000,- 
000 Communicable Disease Hospital in 
Pittsburgh. Architects for the build- 
ing, which will be 10 stories in height, 
are Samual Hannaford and Sons, Cin- 
cinnati. Associated with them will be 
Richard Irvin and Theodore Eichholz, 
architects of Pittsburgh. 





Hospital Exhibitors to 
Take on New Activities 


Three new activities were adopted by 
the Hospital Exhibitors’ Association at 
a meeting of the executive committee 
held in Chicago on December 10. The 
first is to urge exhibitors to promote 
observance of National Hospital Day 
through their advertising and personal 
contacts and to propose to the American 
Hospital Association that a representa- 
tive of the exhibitors be appointed to 
the National Hospital Day committee 
for this purpose. 

An intensive research program tor 
the benefit of the hospital field was ap- 
proved. The third new activity is an 
educational program which, through 
papers, articles and addresses, is de- 
signed to provide hospital executives 
with information on groups or classes 
of products. This activity was assigned 
to the association’s public relations 
committee. 

Present officers of the Hospital Ex- 
hibitors’ Association are: F. L. Marvin, 
president; Elmer Noelting, secretary 
and treasurer; Edward Johnson and 
T. J. Rudesill, trustees, and Charles J. 
Coleman, George J. Hooper, Lawrence 
Davis and C. H. Wantz, directors. 





Plan Exposition Hospital 


A fully equipped four room _hos- 
pital will be established for the welfare 
of visitors to the 1939 Golden Gate 
International Exposition on San Fran- 
cisco Bay. The hospital will be on 
the first floor of the administration 
building and will have a men’s ward 
and a women’s ward with six beds 
each and two complete treatment 
rooms. A modern surgery will be 
equipped to handle any emergency. 
Other features will be a model diet 
kitchen and an ambulance unit. 





Hospital Gets $10,000 Donation 


A donation of $10,000 to be used 
toward building a county hospital for 
Bay City, Tex., has been promised by 
V. L. Letulle of Bay City. The pro- 
posed hospital will be operated pri- 
vately without cost to the taxpayers. 
Under consideration is a plan to move 
the hospital at Old Gulf, built by the 
Texas Gulf Sulphur Company, to Bay 
City, rather than to construct a com- 
pletely new hospital. 





National Hospital Day 


Both the San Francisco Golden Gate 
International Exposition and the New 
York World’s Fair will join in observ- 
ing May 12 as National Hospital Day. 
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MALLINCKRODT Chemicals 


Training, experience and practice make for perfection. 





Mallinckrodt chemists have specialized in the manufac- 
ture of fine prescription chemicals for over seven dec- 
ades. The result of this specialized experience manifests 
itself in the production of chemicals of a high degree of 
purity, uniform potency and physical form best adapted 


for the purpose for which each chemical is intended. 


In the pharmacy, the Mallinckrodt prescription 
chemical containers lend themselves perfectly to con- 


venience in dispensing. 


SEND COUPON TODAY 





MALLINCKRODT CHEMICAL WORKS 


2nd & Mallinckrodt Streets 70-74 Gold Street 
ST. LOUIS, MO. NEW YORK, N. Y- 


(address your nearest office) 
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Survey Shows Future 
Need for New 200 Bed 
Hospital in Detroit 


Establishment in Detroit at some 
future date of a 200 bed hospital under 
Jewish auspices is the remedy sug- 
gested by Dr. J. J. Golub, director of 
the Hospital for Joint Diseases, New 
York, for the shortage of hospitals in 
Detroit. Doctor Golub recently com- 
pleted a study of the hospital situation 
in Detroit as a part of the survey con- 
ducted by the Jewish Welfare Federa- 
tion of Detroit, and concluded that the 
need for additional hospital beds will 
be increasingly felt from year to year. 

“It is generally regarded as desirable 
for large cities to have five general beds 
for each thousand population, at 80 per 
cent occupancy,” states Doctor Golub. 
“Eight of the largest cities in the 
United States exceed that number. But 
Detroit, although occupying fourth 
place in the country on the basis of 
population, drops to tenth place from 
the standpoint of its ratio of hospital 
beds, taking its population at its 1930 
census of 1,568,662.” 

Because Detroit has grown rapidly in 
recent years and has a predominantly 
youthful population, more than 75 per 
cent of which is under 40 years of age, 
its relative shortage of hospital beds 
has not yet become noticeable, Doctor 
Golub asserts. 

The study points to the significant 
factor of increasing bed utilization in 
Detroit’s 42 hospitals that have a capac- 
ity of 7,092 beds. The 11 general hos- 
pitals, with more than 100 beds each, 
at the present time admit 77 per cent of 
the community’s patients and are occu- 
pied to 85 per cent of capacity. 





Laundry Chute Jinx 


The laundry chute at Methodist 
Hospital, Princeton, Ind., is regarded 
with suspicion by the hospital staff, 
and with good reason. Repairs to the 
chute, as a result of a fire in October 
that caused $300 worth of damage, 
had just been completed last month, 
when a new fire broke out, damaging 
the chute and destroying part of the 
hospital’s linen supply. 





Rebuild County Home 


Contracts totaling $57,858 for re- 
building the County Home Hospital at 
Carlisle, Pa., which was destroyed by 
fire last spring, have been awarded and 
work has started. In addition to in- 
surance funds, an outright grant of 
$29,058 has been received from P.W.A. 
and the remainder is being supplied 
by the county. 
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Marine Hospital to Close 


Shortly after the first of the year a 
marine hospital that has served the 
United States Public Health Service 
for the last seventy-nine years will close 


its doors. The hospital is the U. S. 


Marine Hospital at Chelsea, Mass. 





| Coming Meetings | 
19 


Jan. 18-20--Sectional Meeting, American 
College of Surgeons (Tennessee, Arkan- 
sas, Mississippi, Alabama, Georgia, Flor- 
ida, Kentucky, Louisiana), Andrew Jack- 
son Hotel, Nashville, Tenn. 

Jan. 23-28—Minnesota Institute for Hospital 
Administrators, University of Minnesota, | 
Minneapolis. 

Feb. 13-14—Annual Congress of the Coun- | 
cil on Medical Education and Hospitals of 
the American Medical Association, The 
Palmer House, Chicago. 

‘eb. 20—Oregon Association of Hospitab, | 
Olympic Hotel, Seattle. 

‘eb. 20-23—Association of Western Hos- 
pitals, Seattle. 

March 9-11—New England Hospital Asso- 
ciation, Hotel Statler, Boston. 

Mar. 15-17—Sectional Meeting, American 
College of Surgeons (Maryland, Virginia, 
District of Columbia, New Jersey, Dela- 
ware, Eastern Pennsylvania, North Caro- 
lina, South Carolina), Lord Baltimore 
Hotel, Baltimore. 

Mar. 22-24—Sectional Meeting, American 
College of Surgeons (Indiana, Illinois, 
Michigan, Ohio, Iowa, Wisconsin), Indi- 
ana Claypool Hotel, Indianapolis. 

Mar. 29-31—-Sectional Meeting, American 
College of Surgeons (Manitoba, Alberta, 
Saskatchewan, Northern Ontario, Min- 
nesota, North Dakota, South Dakota), 
Fort Garry Hotel, Winnipeg, Man. 

April 11-13—Ohio Hospital Association, | 
Deshler Hotel, Columbus. 

April 13-15—Southeastern Hospital Confer- 
ence (Florida, Georgia, Alabama, Mis- 
sissippi, Louisiana), Roosevelt Hotel, 
Jacksonville, Fla. 

April 20-22—Carolinas-Virginia Hospital 
Conference, Roanoke Hotel, Roanoke, Va. 

April 20-21—Mid-West Hospital Association, 
Hotel Eastman, Hot Springs, Ark. 

April 21-22—-Texas Hospital Association, 
Fort Worth, Tex. 

April 24—National League of Nursing Edu- 
cation, New Orleans. 

April 24—Board of Hospitals, Homes and 
Deaconess Work of the Methedist Episco- 
pal Church, Kansas City, Mo. 

April 24-26—Iowa Hospital Association, 
Cedar Rapids. 

April 26-28—Hospital Association of Penn- 
sylvania and Pennsylvania Association 
of Nurse Anesthetists, Bellevue-Stratford 
Hotel, Philadelphia. 

May 3-4—Kansas State Hospital Associa- 
tion, Topeka, Kan. 

May 3-5—Tri-State Hospital Assembly, 
Stevens Hotel, Chicago. 

May 3-5—Ontario Hospital Association, 
Royal York Hotel, Toronto, Ont. 

May 8—Mississippi Hospital Association, 
Gulfport. 

May 15-19—American Medical Association, 
St. Louis. 

May 17-19—Hospital Association of New 
York State, Hotel Pennsylvania, New 
York City. 

June 8-10—New Jersey Hospital Associa- 
tion, Hotel Dennis, Atlantic City, N. J. 

June 18-24—American Association of Med- 
ical Social Workers, Buffalo, N. Y. 

June 22—-Manitoba Hospital Association, 
Winnipeg, Man. 

June 25-28—American Sanatorium Associa- 
tion, Boston. 

July 25-Aug. 4—Southern 
Hospital Administrators, 
sity, Durham, N. C. 

Aug. 13-15—National Hospital Association, 
New York City. 

Aug. 27-Sept. 1—American Dietetic As3o- 
ciation, Ambassador Hotel, Los Angeles. 

Sept. 11-15—American Congress on Ob- 
stetrics and Gynecology, Cleveland. 

Sept. 19-23—International Hospital Associ- 
ation, Toronto, Ont. 

Sept. 21-22—Canadian 
Toronto. 

Sept. 24-25—American College of Hospital 
Administrators, Toronto. 

Sept. 25-29—American Hospital Assocation, 
Toronto. 


Institute for 
Duke Univer- 


Hospital Council, 























Dedicates New Main Unit 
The Lowell General Hospital, Low- 


| ell, Mass., recently dedicated its new 


main building to the memory of Frank 
Hanchett, a director from 1914 until 
the time of his death in January, 1938. 
The building occupies a commanding 
site on the hospital property at the 
brow of the hill. The exterior has 
been designed in Colonial style to con- 
form with the hospital’s other build- 
ings. Advantage of a southern expo- 
sure has been taken to provide a wide 
stone-paved entrance terrace which will 
be bordered with flowers. 

Administrative offices of the hospital 
are located on the first floor; the entire 
second floor is used for the x-ray unit 
and laboratories, and the third floor is 
assigned to the operating suite. This 
building is connected by underground 
tunnel with the other buildings and a 
large self-leveling service elevator is 
located directly opposite the tunnel en- 
trance in the basement. 

The building is of fireproof con- 


struction, with reenforced concrete 


floors and brick exterior walls. 





Million Dollar Hospital 


Two complete dental departments, 
sIX operating rooms and two emer- 
gency operating rooms and _ isolation 
sections for contagious disease patients 
and mental patients are among the 
notable features of the new million 
dollar Charlotte Memorial Hospital, 
Charlotte, N. C., on which work has 
started. The building will have seven 
stories, in addition to a ground floor 
and a basement. It is planned to pro- 
vide room for 300 patients. 





Fire at Stockton Hospital 


It took every piece of fire fighting 
equipment in Stockton, Calif., and 
every available fireman, aided by police 
officers and 200 members of the Amer- 
ican Legion, to put out the recent fire 
at the Stockton State Hospital, to 
round up escaped patients at the insti- 
tution and to restore order. No lives 
were lost although 350 men housed in 
the building were routed. Damage was 
chiefly to the top floor and the attic of 
the southwest wing. Loss is estimated 


at $35,000. 





North Woods Hospital 


A remote and inaccessible area in the 
North Woods of Minnesota will be 
served by the new $60,000 municipal 
hospital at Warroad, Minn. The hos- 
pital will be a two story structure of 
reenforced concrete and, it is said, will 
be the only thoroughly modern _hos- 
pital in that part of the state. 
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THAT IS RICHLY DESERVED 


A hand which once felt its uncertain way 
in darkness now grasps a harness with calm 
assurance—and a man and his dog thread 
their way surely, confidently through life. 
No matter of chance is this miracle called 
the “Seeing Eye.’’ Even though instinctive 
devotion is a result of generations of breed- 
ing, only long and skilful instruction can 
ensure dependability worthy of implicit trust. 
Nor is it any more a matter of chance that 
the hands of America’s pharmacists reach for 
Merck Prescription Chemicals with unques- 
tioning confidence and assurance. For the 
purity and reliability of these chemicals are 
continually safeguarded by the unremitting 
watchfulness of the men who make them. 


Merck PRESCRIPTION Chemicals 


MERCK & CO. INC. Manufacturing Chemists RAHWAY, N. J. 


New York * Philadelphia * St. Louis * In Canada: MERCK & CO. LTD., Montreal & Toronto 
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Names in the News 


Administrators 


Dr. Luney Varpon Racspace has 
taken over his duties as superintendent 
of Butterworth Hospital, Grand Rap- 
ids, Mich. He succeeded Dr. Norbert 
A. WitHeELM, who has become super- 
intendent of Peter Bent Brigham Hos- 
pital, Boston. Doctor Ragsdale, who 
has been assistant superintendent of 
Massachusetts General Hospital, Bos- 
ton, received his training in hospital 
administration at Peter Bent Brigham 
Hospital, as did his predecessor at But- 
terworth Hospital, Doctor Wilhelm. 


Rutu Bean, Newton, Mass., has re- 
placed Louise M. CoLeMan as superin- 
tendent of the House of the Good 
Samaritan, a hospital that cares for 
children with chronic heart disease. 
Miss Bean, who has been in charge of 
an outpost of the Grenfell Mission in 
Labrador, served overseas with the Red 
Cross, later becoming assistant to the 
dean at the school of nursing, Duke 
University. At later periods she was 
superintendent of the Biltmore Hospi- 
tal, Asheville, N. C., and of the Berke- 
ley County Hospital at Monck’s Corner, 
S. C. Miss Coleman resigned recently 
after thirty-three years of service as 
superintendent of the House of the 
Good Samaritan. 


Grace E. ALuison, for more than 
fourteen years superintendent of the 
Samaritan Hospital, Troy, N. Y., re- 
signed her position the first of the year 
and has retired to private life. Bra- 
TRICE Sparco of Dorchester, Mass., has 
been named to succeed Miss Allison. 
An executive of wide ability, Miss Alli- 
son is a former president of the North- 
eastern New York Hospital Association 
and has served as vice president of the 
New York State Hospital Association. 


A. Epwarp A. Hupson, administrator 
of the Waynesboro Community Hos- 
pital, Waynesboro, Va., has resigned 
that position to become administrator 
of El Paso Masonic Hospital, El Paso, 
Tex., and has taken over his new du- 
ties. Mr. Hudson served as consultant 
during the construction of the Waynes- 
boro hospital and directed the purchase 
and installation of all equipment. 

Dr. D. L. Harrect Jr. has been 
named superintendent of the projected 
Petersburg State Colony, Petersburg, 
Va., an institution created to care for 
Negro feeble-minded. Doctor Harrell 
formerly was first assistant physician at 
the State College for Epileptics and 
Feeble-Minded at Lynchburg, Va., to 
which position he was succeeded by 
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Photograph by Bachrach 


Ruth Bean was appointed superin- 
tendent of the House of the Good 
Samaritan, Boston, last month. 


Dr. J. O. Hurt, former assistant phy- 
sician at Western State Hospital, Staun- 
ton, Va. 

Dr. Fioyp K. Forey has taken over 
his new duties as superintendent of 
Eastern State Hospital, Lexington, Ky. 
He succeeds to the post vacated by 
Dr. J. L. VALLANDINGHAM. Doctor 
Foley, a psychiatrist, formerly was 
senior physician at the Veterans Ad- 
ministration Facility, Lexington. 

Dr. Georce F. Roetinc has been 
named superintendent of New Orleans 
City Hospital for Mental Diseases to 
succeed the late Dr. L. L. CazENAVETTE. 
Doctor Roeling has served as statistician 
and visiting neuropsychiatrist at Char- 
ity Hospital, New Orleans, for several 
years. 

WituiaM D. Ent-ey has been named 
superintendent of Arnot-Ogden Hos- 
pital, Elmira, N. Y. Mr. Entley has 
served as superintendent of Scranton 
State Hospital, Scranton, Pa., for the 
last ten years and has had thirty years’ 
experience in the hospital field. He 
succeeds Ernest G. McKay, who re- 
signed recently. 

Tribute to her twenty-five years of 
exceptional service as superintendent of 
the Charity Eye, Ear and Throat Hos- 
pital of Buffalo, N. Y., was paid Catu- 
ERINE A. KEssEL at a recent dinner in 
Buffalo celebrating her silver anni- 
versary as superintendent. Present to 
extend congratulations were forty-three 
members of the hospital staff. 








L. A. JoHNson is the new superin- 
tendent of Southeast Missouri Hospital, 
Cape Girardeau, Mo., succeeding T. J. 
McGinty. 


Jonn Crane has accepted the super- 
intendency of Physicians’ Hospital, 
Jackson Heights, Flushing, N. Y. Mr. 
Crane formerly was superintendent of 
Gotham Hospital, New York. 


BLANCHE Srair is the new superin- 
tendent of Berger Hospital, Circleville, 
Ohio, succeeding ErHet KircuorF er, re- 
signed. Miss Stair has served as super- 
intendent of Public Hospital, Pains- 
ville, Ohio; as superintendent of the 
hospital and nurses at Community Hos- 
pital, Long Beach, Calif., and as super- 
intendent of Highland Hospital, Bel- 
videre, Ill. 

Mary E. Monceau_ has been ap- 
pointed superintendent of Webster Dis- 
trict Hospital, Webster, Mass. She for- 
merly was superintendent of Milford 


Hospital, Milford, Mass. 


Howarp S. PrirMan has assumed his 
new duties as superintendent of Mid- 
dlesex Hospital, Middletown, Conn. 
Mr. Pfirman went to Middletown from 
Brooklyn, N. Y., where he was as- 
sistant superintendent of Prospect 


Heights Hospital. 


Anprew F. O’Connor_ has_ been 
appointed acting superintendent of 
Arizona State Hospital, Phoenix, to suc- 
ceed Dr. B. M. Bercer, who recently 
submitted his resignation. 


Cuar-es F. SarGENT is the new man- 
ager of the Veterans Administration 
Facility at Batavia, N. Y., replacing 
ArTHUR J. Datton, who was trans- 
ferred to the Veterans Administration 
Facility at Baltimore. 


Ernest G. McKay, former superin- 
tendent of Arnot-Ogden Memorial 
Hospital, Elmira, N. Y., will assume 
his new duties as superintendent of 
Tampa Municipal Hospital on Febru- 
ary 1. Mr. McKay has served as super- 
intendent of the Elmira hospital for ten 
years and before that was assistant ad- 
ministrator of Presbyterian Hospital, 
Chicago. 

Oxive P. Murpnuy, has been named 
superintendent of Bartholomew County 
Hospital, Columbus, Ind., replacing 
Mrs. THomas A. Warner, who has re- 
signed. Mrs. Murphy has served as su- 
perintendent of the Randolph Couny 
Hospital, Winchester, Ind., for eight 
years. 


Lucy A. Pottock, superintendent of 
William W. Backus Hospital, Norwich, 
Conn., was elected president of the 
Connecticut Hospital Association at the 
annual meeting recently. Other officers 


named were: Wilmar M. Allen, M.D., 
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LOOKING FORWARD 


We are facing a period of prosperity. Confidence and courage are 
on the march to a great business revival. 


All indications give broad assurance that we are on our way. This 
signifies more income for hospitals and surgeons, providing the 
means for better instruments. 


Fine instruments are a necessity to every well equipped hospital. 


NO INSTITUTION CAN BOAST OF ITS EQUIPMENT IF ITS IN- 
STRUMENTS DO NOT CONFORM TO HIGHEST STANDARDS. 


Kny-Scheerer instruments, stainless steel or chrome, cannot be had 
at the lowest price. Low price and high quality do not go together. 


FOR SAFETY AND SERVICE LET THE SURGEON BE THE JUDGE. 


Kny-Scheerer instruments available at all recognized dealers. 
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KNY-SCHEERER CORPORATION 
44 The Quality House}+ 
21-09 BORDEN AVENUE, LONG ISLAND CITY, N. Y. 












































> VU RPEELELE ODO ie tthe 


ORANGE JUICE (57, 


Made from SUNFILLED Orange Concentrates— Per Gallon 
just the water taken out and nothing added—no 
sugars, acids, preservatives or adulterants. 











Ready to use when the water is returned. Hospital Administrators and Dietitians use 
it to advantage. It is pure. The quality is constant. Is easily and quickly prepared for 
use. Saves refrigeration space and freights. There is no waste. The cost per gallon is Pra ior 
low and will not fluctuate. A reliable source of supply in and out of season. ORANGE 
JUICE 


Write for samples and full dietetic information. 


mee, CITRUS CONCENTRATES, INC. 


G 
| AMERIC AN 
\ 


Nery DUNEDIN, FLORIDA, U. S. A. 
ey 


ASSN 
Council 





Buffalo Office, 220 Delaware Ave. New York Office, 545 Fifth Ave. 











Vol. 52, No. 1, January 1939 109 








director of Hartford Hospital, Hart- 
ford, Conn., vice president; Frep J. 
Loasr, superintendent of Greenwich 
Hospital, Greenwich, Conn., secretary, 
and Anna M. GrirFin, superintendent 
of Danbury Hospital, Danbury, Conn., 
treasurer. 


Trustees 


Lincotn CroMweLt has succeeded 
STEPHEN Baker as president of the 
board of managers of St. Luke’s Hos- 
pital, New York. Mr. Baker has been 
a member of the board for thirty-eight 
years and president since 1921. Other 
new officers include J. Stewart Baker, 
vice president; ANDREW V. Stout, treas- 
urer, and Rocers H. Bacon, reelected 
as secretary. 


Four new trustees were appointed to 
the board of managers of Somerset 
Hospital, Somerville, N. J., according to 
a report by Dr. Aucustus R. KNicHT, 
president. They are Rosert B. Hesson, 
former mayor of Bound Brook, N. J.; 
CarLte M. Bicetow, Whitehouse Sta- 
tion; JoHN Beccert, Manville, and 
C. Patmer BaTEMAN, Somerville. 


Dr. Cuarves C. Francis was elected 
president of the medical board of the 
Lutheran Hospital of Manhattan at the 
board’s recent annual meeting. Named 
to serve with him were Dr. W. W. 
Bostwick, vice president; Dr. Francis 
Mornarp, secretary, and Dr. ELMER 
SMITH, registrar. 


Three new members were elected to 
the board of trustees of the Evanston 
Hospital Association, Evanston, IIl., re- 
cently. They are JosepH A. Rusuton, 
elected for a one year term, and 
Georce C. WiLiiaMs and Epwarp B. 
Hatt, both of whom were elected for 
three year terms. Rosert T. SHERMAN 
is president of the association, CHESTER 
A. Cook and Wi ii1am H. Barnes are 
vice presidents; Mrs. Perkins B. Bass 
is secretary; Witt1am H. Dunnam is 
assistant secretary; CHarLEs C. WELLS 
is treasurer and Jonn B. Happ is as- 
sistant treasurer. Reelected to the board 
of trustees were Witt1AM H. Barnes, 
Paut E. Faust, Jonn J. Louis, Ciin- 
TON Merrick, Hotman W. PetTIBONE, 
H. A. Scanprett, E. S. Westsrook 
and Mrs. Samuet W. Wuite. 


Department Heads 


Dr. Maxwett S. Frank has been 
named assistant director of Mount 
Sinai Hospital, New York, according 
to an announcement made by Dr. 
JosepH TurNER, director. Doctor Frank 
is a graduate of New York University 
College of Medicine and has just com- 
pleted two years’ service as a resident 
in administration at the New York 
Hospital for Joint Diseases. 


110 


Dr. O. M. RanpaAtt has been chosen 
chief of staff at Edward W. Sparrow 
Hospital, Lansing, Mich., replacing 
Dr. O. H. BrueEceEL. 

SaraH E, Benper has been named 
supervisor of the pediatrics department 
of Robert Packer Hospital, Sayre, Pa. 
Miss Bender is a graduate of St. Luke’s 
Children’s Hospital and completed her 
graduate work at Children’s Memorial 
Hospital, Chicago. 

Dr. J. D. Fouts has been elected 
chief of staff of the Miami Valley Hos- 
pital, Dayton, Ohio. Dr. A. T. Bowers 
was named assistant chief of staff and 
Dr. R. W. Corwin will serve as secre- 
tary. 

Doris E. Dennis, R.N., has been 
named x-ray technician at Soldiers and 
Sailors Memorial Hospital, Penn Yan, 
N. Y. She succeeds AcNes WEBB, who 
has taken a position as night super- 
intendent of King’s Daughters’ Hos- 
pital, Martinsburg, W. Va. 


JEAN TRENTHAM, director of nurses 
at Knoxville General Hospital, Knox- 
ville, Tenn., and Atice GREENWELL, 
instructor of science in the hospital’s 
nursing school, have resigned as the 
result of protests by student nurses that 
their privileges were being curtailed. 
In a signed statement Miss Trentham 
said that she did not have full author- 
ity over the nursing school and could 
not continue under such an arrange- 
ment, a statement that was denied by 
Tom H. Haynes, superintendent. 

Mary B. F. Waener, R.N., night 
supervisor at Jones Eye, Ear, Nose and 
Throat Hospital, Johnson City, Tenn., 
has taken a position as chief operating 
room supervisor at Episcopal Eye, Ear 
and Throat Hospital, Washington, 
D. C. 


Dr. W. O. Daisy has been elected 
president of the medical staff of Penin- 
sula General Hospital, Salisbury, Md. 


Miscellaneous 


Dr. Matcotm GooprincE, professor 
of clinical medicine at Cornell Uni- 
versity Medical School, recently was 
elected president of the New York 
Academy of Medicine, for a two year 
term. Dr. Rurus I. Cote was elected 
vice president for three years. 

Dr. Paut Huston STEVENSON, re- 
cently returned from service in the Far 
East, where he was on the staff of 
the Peking Union Medical College, has 
been appointed research fellow in medi- 
cal center administration and concur- 
rently assistant to the dean at the Uni- 
versity of Cincinnati College of Medi- 
cine and the Cincinnati General Hos- 
pital. 

Dr. A. E. Morcan has been named 
senior physician at Eastern State Hos- 


pital, Lexington, Ky., by the superin- 
tendent, FLoyp K. Fotry. 

Litiian H. Erickson, R.R.L., presi- 
dent of the American Association of 
Medical Record Librarians, has ac- 
cepted a position as record librarian at 
St. Luke’s Hospital, Chicago. Miss 
Erickson formerly was record librarian 
at Children’s Hospital, Milwaukee. 

SeLma LinpeM, librarian at Presby- 
terian Hospital, Chicago, has been 
given a six months’ leave of absence in 
order to organize a new central library 
plan for the hospitals of New York 
City. The library plan will be spon- 
sored by the New York Junior League. 
Vircinia Bonnicr will be in charge of 
the Presbyterian Hospital library dur- 
ing the time Miss Lindem is in New 


York. 


Deaths 


Taytor Strawn, Chicago, president 
of the Chicago Plan for Hospital Care, 
died December 24 of coronary throm- 
bosis. Mr. Strawn was secretary-treas- 
urer of the Chicago Hospital Council 
and a trustee and former president of 
Grant Hospital, Chicago. 

Dr. Witson RuFFin ABpotTT, trustee 
and chairman of the medical executive 
committee of Henrotin Hospital, Chi- 
cago, died recently. An authority re- 
garding treatment of diseases of the 
chest and heart, Doctor Abbott was one 
of the first physicians to use artificial 
pneumothorax. He was clinical director 
of the Chicago Tuberculosis Institute 
for several years. 

Grorcr F. Incu, superintendent of 
the Ypsilanti State Hospital, Ypsilanti, 
Mich., died of a heart ailment after 
an illness of more than two years. 

F. V. Lupekins, for fifteen years 
superintendent of Homestead Hospital, 
Pittsburgh, died recently following a 
heart attack. Miss Ludekins, who as a 
young girl was presented to Queen 
Victoria, served as a nurse in South 
Africa during the Boer War. She for- 
merly was superintendent of Children’s 
Hospital, Philadelphia. 

Dr. J. ALLEN JACKSON, superintendent 
of Danville State Hospital, Danville, 
Pa., for eighteen years, died recently 
after several months’ illness. Doctor 
Jackson was a member of the editorial 
board of The Mopern Hospitat. 

Mrs. Ciara B. Hirxe, Milwaukee, 
founder of the Milwaukee Maternity 
and Dispensary Association, died re- 
cently at her home. 

SaraAH Pavutine Crawrorp, R.N., 
first superintendent of nurses at Macon 
Hospital, Macon, Ga., and later super- 
intendent of nurses at King’s Daugh- 
ters’ Hospital, Waycross, Ga., died re- 
cently at the age of 81 years. 
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Specially made for HOSPITALS 


They’re beautiful creations, these St. Marys Blankets 
—durably made of special warps and filling yarns to 
wear extra long in hospital service. Laundry tested 
and approved by the American Institute of Laun- 
dering. 

Order your replacement blankets now from our 
stock of standard hospital blankets; or have us make 
your blankets to order, stamped or woven with your 
hospital’s individual crest or symbol—any color, 
weight, size or style of blanket you desire. They’re 
moderately priced. They’ll save money for your 
hospital. 


~~ 


Write for free folder, “Ten Points on the Selection of 
Hospital Blankets.” 


ST. MARYSEWOOLEN MFG. CO. 


New York Office: Chicago Office: Los Angeles Office: 
R. C. FRENCH BROCKMAN & SCHLOSS G. ROELLINGER 
200 Madison Ave. Rm. 1046 Merchandise Mart 722 S. Los Angeles St. 
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LITERATURE uw ABSTRACT 


Conducted by E. M. Bluestone, M.D., and William B. Talbot, M.D. 





Model Dental Internship 


The internship in dentistry offered at 
the Lincoln Hospital* in New York 
might serve well as a model in plan- 
ning the training to be given to the 
intern. 

The prosthetic clinic meets every 
Thursday afternoon. An oral surgery 
clinic, furnished with the latest in 
dental equipment, meets five mornings 
a week. Prenatal patients are thor- 
oughly examined by the intern and all 
sources of oral foci of infection are 
eradicated by the time the patient is 
admitted to the obstetric ward. The 
intern is intimately in contact with 
every patient in his daily ward exam- 
ination. One intern remains on call 
throughout the day and night for 
emergency cases. 

Close relationship and understanding 
exist between the medical intern and 
the dental intern in the hospital. Op- 
portunities, which are valuable for his 
future practice of dentistry, are granted 
to the intern. He can become familiar 
with operating room procedures, a con- 
tact that broadens his understanding 
of anesthesia. He is in charge of x-ray 
apparatus and has access to thousands 
of roentgenograms on file, as well as 
being in charge of special case films 
and diagnostic records. The facilities 
of the bacteriologic and _ pathologic 
laboratories are at his disposal. 

By carefully keeping case records and 
faithfully noting his observations, the 
intern at the termination of his intern- 
ship will have acquired a tremendous 
amount of information for future refer- 
ence. 


*Cartin, Samuel, D.D.S.: A Planned Hos- 
pital Internship for the Dental Graduate, 
J. Am. Dent. A. & Dent. Cos., October 1938. 
Abstracted by David Tanchester, D.D.S. 


Incidence of Tonsillectomy 


A major phenomenon in modern 
surgery is the astonishing incidence of 
tonsillectomy. In England 200,000 such 
operations are performed annually*. In 
the United States one-third of the num- 
ber of operations performed under gen- 
eral anesthesia are tonsillectomies. 

For many years after the introduc- 
tion of anesthesia and aseptic surgery 
the incidence of this operation re- 
mained low. In the early part of the 
twentieth century there was a rapid 
rise, which continued until 1931, when 
there was a sharp fall. In 1936 the 
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curve began upward again. The in- 
cidence is higher in boys than in girls; 
the highest age incidence is from 5 to 7 
years. The age factor suggests that the 
indications for operation may be stim- 
ulated by purely physiologic and im- 
munologic enlargements; the present 
age distribution is probably too young 
to obtain the best possible results. 

Large reductions in the numbers of 
operations performed in elementary 
school children in certain areas have 
had no unsatisfactory results. Ton- 
sillectomy is three times as common in 
the children of well-to-do classes, pos- 
sibly a manifestation of parental 
anxiety. The mortality rate from the 
operation is higher than is generally 
appreciated. 

A study of the facts seems to indicate 
that tonsillectomies are performed in- 
discriminately as a routine prophylactic 
ritual for no particular reason and 
with no particular result. 


*Glover, J. Alison, M.D.: The Incidence of 
Tonsillectomy in School Children, Proceed- 
ings of the Royal Society of Medicine, Section 
of Epidemiology and State Medicine, May 27, 
1938. Abstracted by J. Masur, M.D. 


Invisible Panel Heating 


This system of heating* is used pri- 
marily in public buildings. While sev- 
eral large installations have been made 
in Europe, it has been introduced in 
this country only recently. 

The important feature of this heat- 
ing system is the fact that the heat is 
transferred in a manner similar to the 
heat radiated by the sun. The heating 
coils are embedded in the concrete on 
the underpart of the floor or are hung 
in the ceiling between the underpart 
of the floor and furred ceiling. Hot 
water, generally used as a_ heating 
agent, is forced through the coils, 
which are made in one continuous 
piece, running the length of the floor 
in hairpin fashion, radiating the heat 
directly from the ceiling toward the 
floor. There are several types of con- 
struction that can be used in conjunc- 
tion with this heating method. 

After the installation has been made 
and heat is radiated through the lower 
portion of the floor or the ceiling into 
the room, it causes convection of heat 
set up by surfaces, such as fabrics, 
furniture, and the like, that are warmed 
by the direct radiation from the ceiling. 

As floor or wall radiators are not 
used in this system, painted surfaces 





are not soiled, owing to the fact that 
in the old type of system the cold air 
is drawn under part of the radiator 
and the hot air rises from the radiator, 
carrying with it particles of dirt and 
dust that are deposited on walls. The 
space formerly occupied by radiators 
can be utilized for other purposes. 
The direct drafts are less effective be- 
cause the concentration of heat directly 
radiating from the ceiling does not 
allow the room to cool off as rapidly 
as it does when floor or wall type 
radiators are used for heating. 

With the panel system of heating, a 
study of decorating should be con- 
sidered. Varnish and oil enamels are 
not suitable because of their glossy 
finish. 

There are no data available as to the 
maintenance cost. It is obvious, should 
one of the coils commence to leak, that 
it would necessitate opening a portion 
of the ceiling on the underpart of the 
floor to make repairs, which would 
appear to be somewhat expensive. 








*Unsigned: Invisible Panel Warming, The 
Invisible Panel Warming Association, London. 
Abstracted by William J. Overton. 


Handling Dietary Personnel 


One of the important problems of the 
dietitian is to fit the operation of her 
department to her budget and to main- 
tain a stable working force. The au- 
thor* stresses the importance of job 
analysis. The person should be suited 
to the job and, if not, a transfer should 
be made to try to find the best job for 
the employe. There should be a logical 
sequence to the jobs and the workers 
should be given a chance to study the 
job just ahead of them so they may 
step into it if the occasion arises. 

In employing new workers, an appli- 
cation blank should be filled out pre- 
ceding the personal interview. The 
new employe should be given a job 
analysis, as well as a list of rules and 
regulations so he may know what is 
expected of him. This is most impor- 
tant as the labor turnover is highest 
among new employes. 

Instructions must be given to pre- 
vent accidents and to keep a high 
standard of cleanliness. Health of the 
employe is important. 

“With regard to wages it is better to 
have a small number of good employes, 
well paid, than a greater number of 
poor ones, poorly paid.” Wages, in the 
end, are the employes’ chief objective. 
It is best to pay once a week and, if 
checks are given, a means of cashing 
them easily should be provided. 





*Carpenter, Ruth H.: Personnel Manage- 
ment in the Dietary Department, J. Am. 
Dietet. A., May 1938. Abstracted by Margaret 
Carter. 
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